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(With a radiograph on Text-Plate VI. and five charts in text.) 


ONCERNING the etiology and pathology of hereditary 
C optic atrophy of the Leber and other allied types, little 
or nothing definite is known. This paper pretends to give no 
new theory but does show some points of interest, and espe- 
cially one—the X-ray findings, which suggest the advisability 
of further study along this line in other cases of the same or 
allied diseases. 


Mr. A. J. S., age 36, consulted me November 22, I9gI1I, 
with a history that he had worn glasses nine years but had 
had no special difficulty with his eyes until last July when he 
noticed a blur before them so that he could see only half or 
part of an object. He went to an optician who changed his 
glasses without benefit. Since then he has consulted several 
oculists in Cleveland and was for a time under the care of a 
physician in Chicago without any improvement, in fact with 
steady deterioration of vision. Last winter he had some 
headache, frontal and occipital, but no digestive disturbance, 
and has never had nausea, vomiting, or dizziness. Two and 
a half weeks ago he had severe headache for three days and 
since then he thinks his vision is worse. His general health 
has always been excellent. He had gonorrhoea when a 
young man, but denies syphilis. Has smoked moderately, 
about three cigars daily, and has not used any at all for two 
or three months. Takes only an occasional glass of beer. 
Has been married nine years. His wife has had two mis- 





* Read before the American Ophthalmological Society at Atlantic City, 
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carriages; they have no children. He was wearing the fol- 
lowing glasses given him in September: 


O.D. —2.75 —.25 axis 90 
O.S. —2.75 —.50 axis 180. 


He was engaged in office work until his sight began to fail 
him. 

Family history: One maternal uncle, now 76 years old, 
has been blind for years. He was told that his trouble was 
with the optic nerves and treatment would accomplish 
nothing. He drank considerably. Another maternal uncle 
is said to have gone blind overnight and committed suicide. 
This patient’s father and mother, the latter still living, 81 
years old, have had no trouble with the eyes. They were 
not related. The patient has one brother and six sisters. 
All the sisters except one are married. The brother has 
trouble with his eyes, as has one sister and also a son of one 
of the sisters, his nephew. 

His brother writes me that when he was 29 years old his 
vision failed him. It came on within a few days; everything 
looked hazy, but he ‘‘could see an object from the outer 
circle of the eye,’’ to use his own expression. Evidently he 
had a central scotoma. He was treated by Dr. Thompson, 
now deceased, of Indianapolis, who applied leeches, gave 
him mercury and potassium iodid, the latter up to more than 
500 grains in 24 hours, and strychnia. He says the doctor 
pronounced it optic neuritis and thought it hereditary. It 
is known the patient drank to excess. He improved some- 
what under treatment andisableto work. Iam still hoping 
to have the opportunity of examining him. 

The sister Mrs. T., of Toledo, age 41, came to see me 
February 27, 1912. She had good eyes until seven years 
ago, age 34, when her sight gradually failed her. She first 
noticed blurring in reading. She has never had any pain or 
inflammation in the eyes at any time. She finally lost 
central vision so that when she wanted to see a person’s face 
she would look at his waist or above his head. She did not 
notice any change in the condition of the eyes for three or 
four years, but since then thinks there has been slight 
improvement. She has been married twenty years, has two 
children, a son eighteen years old and a daughter fifteen, 
both of whose eyes are good. Her general health is excel- 
lent. From another source I learned that she was for a 
while addicted to the use of morphine and, when this was 
overcome, to alcohol for a time. Examination shows vision 
of O.D. #5, O.S. #. She is unable to read 2 M. type. 
Ophthalmoscopic examination shows in O.D. media clear, 
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disk round and slight physiologic cup, whole disk decidedly 
pale, but especially the temporal half, slight scleral ring, 
arteries narrow, fundus somewhat granular, otherwise 
nothing pathologic. O.S. shows similar appearance of 
optic atrophy with gray nerve more marked in the temporal 
half and contracted arteries. The fields show small central 
absolute scotoma in each eye with practically normal 
peripheral limits. (See Chart I.) 


The nephew, now a doctor of Chicago, writes me that his 
eye trouble started in May, 1903, shortly after his marriage, 
when he was 22 years of age. He first noticed dim vision 
which gradually increased so that by fall of the same year he 
was ‘‘entirely blind.’’ He says he had a central scotoma. 
There was no specific history and none of the oculists whom 
he consulted could find any cause for the progressive optic 
atrophy, so diagnosed by them all, except possibly heredity. 
He took mercury and potassium iodid, also thyroid extract, 
pituitary extract, strychnia,etc. After more than a year he 
thinks he began to improve under homceopathic treatment, 
and he now has had one-fifth normal vision for several years. 
Vision is now, as from the start, worse in his right eye. 

Examination of our patient shows pupils equal and re- 
sponsive to light and all movements of the eyes normal. 
Vision equals fingers excentrically in each eye. 

Ophthalmoscopic examination shows the disks slightly 
cedematous on the nasal side, with all edges hazy, especially 
the inner, pale in the temporal half, veins rather full—in 
other words, a mild or low-grade optic neuritis, starting 
evidently as a retrobulbar neuritis, with beginning atrophy. 
The fields show a central absolute scotoma in each eye, with 
slight concentric contraction of the form fields and complete 
inability to recognize red and green. (See Chart II.) His 
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knee-jerks are normal or possibly slightly diminished, station 
is good, no tremor, teeth are good. 

His family physician could find nothing abnormal in his 
general condition, the urinary analysis was normal, the 
Wassermann reaction was absolutely negative. In order 
that he might have a more thorough examination of his gen- 
eral condition he was referred to Dr. Hoover who put him in 
Lakeside Hospital for several days for observation. He 


made a lumbar puncture and the examination of the fluid 
was negative in all respects. It showed no increased pres- 
sure and gave no evidence of lues. Other than a rapid pulse 
without any cardiac enlargement, suggesting probable lack 
of cardiac inhibition, he could find nothing abnormal in his 
condition. He inclines to the opinion, however, that the 
man probably has a brain tumor, though he acknowledges 
that there are no focal or localizing symptoms whatever and 
bases his opinion upon the appearance of the optic nerves. 
The patient did not complain of catarrh, but there was 
slight hypertrophy of the turbinates, so I sent him to Dr. 
Ingersoll to determine the possibility of any trouble with 
the sinuses, especially the ethmoidal or sphenoidal. The 
examination was negative, but the doctor suggested an 
X-ray examination which was accordingly made. While 
this revealed nothing antero-posteriorly, the lateral view 
- showed much enlargement of the sphenoidal cells and the 
walls very thin, but no evidences of any retention. On the 
strength of this the doctor tapped the sinuses, found noth- 
ing in one side and only a little clear serum on the other. 
He syringed this out a few times without any effect what- 
ever upon the eye condition. 
Under all the circumstances I looked upon this as a case 
of probable hereditary or familial optic neuritis and atrophy 
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of the Leber type. He was put upon mercury and later 
potassium iodid in increasing dose without any effect. In 
January his vision was worse and fields showed enlargement 
of the blind spotineacheye. (SeeChart III.) The cedema 
of the nerves, which always was very slight, seemed less and 
the pallor more marked. January 1oth, a gland under 
the left angle of the jaw was enlarged and slightly tender. 
At the end of another week this was smaller but one directly 





beneath the middle of the jaw was enlarged. This swelling 
also soon disappeared. For a few days about this time he 
complained of having some occipital and temporal headache. 
Dr. Ingersoll who was seeing him from time to time reported 
more fully at this time as follows: “I saw him first on 
November 23, 1911, and found that his bone conduction 
was shortened in each ear. This speaks for lues or brain 
tumor. The hearing was normal. Nystagmus (from turn- 
ing) to the right 55 seconds and to the left 62 seconds, no 
spontaneous nystagmus. The normal nystagmus (from turn- 
ing) is usually about 30 seconds so that his nystagmus was 
nearly double. This condition would speak for increased 
brain pressure and lack of inhibition. This morning his nys- 
tagmus was 71 seconds to the left and 95 to the right. This 
shows considerable increasein nystagmus and decrease in inhi- 
bition and of course would speak for increased pressure.’’ I 
decided at this time to send him east to see Dr. de Schweinitz 
and Dr. Spiller. Dr. de Schweinitz reported as follows: 
“T find as you have done exceedingly defective vision 
dependent upon low-grade neuritis doubtless beginning as a 
retrobulbar neuritis associated with extensive degeneration 
of the papillo-macular bundles. From the patient’s history 
it would seem that the diagnosis should be familial optic 
nerve atrophy of the Lebertype. Ido not recall that I have 
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before X-rayed a patient with this type of optic nerve 
atrophy, but certainly the stereoscopic X-ray plate shows 
marked thickening, either in the sphenoid region or in the 
neighborhood of the sella, and it occurs to me that this lesion, 
whatever it may be, has something to do with the optic nerve 
disease. While none of the general symptoms of pituitary 
body changes are present or at least only a few of them, I 
would think it quite worth while to investigate very 
thoroughly from that standpoint, tolerance to sugars, etc. 
It could do no harm to try very thoroughly, in addition to 
the sweats and mercurials, either thyroid or pituitary 
body medication.” 

Dr. Spiller reported: ‘“‘ The family history of your patient 
is typically that of the family type of optic atrophy and can- 
not be ignored. The X-rays show a projection upward of 
the floor of the sella turcica and suggest that the pituitary 
body may have its function impaired in this way. It seems 
possible that a family abnormality of the skull may exist 
and may be the cause of the optic atrophy. I do not know 
in how many cases of the family optic atrophy X-ray plates 
have been made. The only symptoms that could be attri- 
buted to tumor are those of the optic nerves and I do not 
think they are sufficient for a positive diagnosis of tumor, 
though it cannot be positively excluded.” 

Upon the patient’s return extract of pituitary body was 
tried and later thyroid extract. Electricity was also given a 
trial but he continued to grow worse. Another X-ray, this 
time stereoscopic, was taken March 15th, while a probe was 
in place in the sphenoid cells. (See Text-Plate VI.) These 
plates do not show any change since the first X-ray taken 
two months before. On the possibility that these enlarged 
sphenoidal cells may be having some bearing upon the optic 
nerve condition we decided that it would be wise for Dr. 
Ingersoll to open the cells more freely so as to establish 
better drainage and this accordingly was done. About this 
time the patient complained occasionally of slight dull 
frontal headache and a little dizziness for a few days. 

At this time we set about trying to get X-ray plates of 
other members of the family who have the disease for com- 
parison without patient’s radiographs. The brother unfor- 
tunately I have not yet been able to see. The sister came 
on from Toledo and as indicated above an examination of 
her eyes shows optic atrophy with central scotoma in each, 
apparently a typical familial optic atrophy. An X-ray 
examination of her shows much enlarged sphenoidal cells 
though not so much as in our patient under discussion. 

The nephew in Chicago had an X-ray made and sent to 
me. It also shows much enlarged sphenoidal cells. I 
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thought it would be interesting to compare these plates with 
those of some members of the family who did not have the 
disease so had plates made of his mother and of one sister. 
They both show much smaller sphenoidal cells than in the 
affected members of the family. For further comparison I 
had some plates made of other normal individuals and they 
all show much smaller cells, with a possible exception of one. 
While these plates are not sufficient upon which to base any 
conclusions as to the variation in the size of normal sphe- 
noidal cells, and while I cannot from this one case of this 
family conclude that the condition at the base of the brain 
has anything to do with causing the optic atrophy, these 
findings at least suggest the advisability of studying other 
patients thus afflicted in regard to this point. 


Berger makes a statement that ‘‘ A number of cases of heredi- 

tary optic nerveatrophy are due to an irregularity inthegrowth 
of the sphenoid bone.’”’ I was unable to see this article but 
Posey says, ‘‘ He does not seem to give sufficient proof to sup- 
port this hypothesis.’’ ‘The sphenoidal bone,” quoting him 
further, “is the key-stone of the skull, and the numerous 
‘changes which the orbit as well as the other cavities of the 
skull during life undergo, are chiefly occasioned by the growth 
of this bone. It has also been shown by Virchow that the 
development of the sphenoid bone is often not attained until 
very late in life, which would account for the failure of the 
disease to appear at times until late in life.” It is true also of 
the sphenoidal cells that they do not develop or attain their 
full size until puberty or later. ‘‘ Unfortunately it is impos- 
sible,’’ quoting further, ‘“‘by measurements of the skull to judge 
accurately of the form and size of the bones composing its 
base, so that little can be gained by a study of the external 
configuration of the skull in these cases.”” Just here, however, 
the X-ray may now give us some definite information and be 
of value. 

Recent researches in certain toxic amblyopias point to the 
primary lesion in many cases of retrobulbar neuritis being in 
the retina. The same may be true in Leber’s disease. ‘‘To 
sum up,’’ quoting Gargill,? ‘‘we must suppose that innately 
unstable macular ganglion cells suffer some nutritional dis- 





* Annals of Ophthalmology, vol. vii. (1898), No. 3. 
2 The Ophthalmoscope, vol. x. (1912), page 67. 
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turbance, and that consequently degenerative and atrophic 
changes ascend by their axons or axis-cylinder processes to the 
optic nerve and produce breaking down of the myelin sheaths 
behind the lamina cribrosa and probably secondary interstitial 
changes, evidenced first by hyperzmia or slight inflammation 
of the papilla, and later by pallor.”’ 

Despite all treatment the patient’s vision has steadily 
grown worse. The blind areas have grown much larger, includ- 
ing now all the nasal portion of the right field in addition to 
the large central scotoma and in the left eye the enlarged 
scotoma with almost as much of the nasal field. (See Chart 
IV.) Nothing has been attained by treatment from the eye 


Loui , 


standpoint or general medication, and nasal treatment has 
accomplished nothing. He was anxious to see a surgeon with 
reference to an exploratory operation at the base of the skull, 
so I sent him to see Dr. Harvey Cushing of Baltimore who 
reports in part as follows: 

“T think without question the Leber diagnosis is the correct 
one. It is of course remarkable that there should be a ten- 
dency toward undue enlargement of the sphenoidal cells. 
During the four or five days he has been here his vision has 
gone down with great rapidity and he is now almost completely 
blind in the right eye. In going over his story intimately it 
seemed to me that without question early in the history of the 
trouble and before his vision began to fail he had some pretty 
definite indications of an increase of intracranial pressure, and 
I am sure that had we seen him at that time we should unhesi- 
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tatingly have done a subtemporal decompression. After dis- 
cussing ,the matter freely with the patient a decompression 
was performed,’’ and the doctor reports that he “found that 
he had an exceedingly cedematous brain with great excess in 
the amount of fluid free in the subdural space and under con- 
siderable tension. I have not the remotest idea what this 
means and what the decompression and liberation of the fluid 
will accomplish. If this excess of fluid cedema is actually the 
underlying factor I should have expected him to have more 
discomfort and some indications of labyrinthine troubles akin 
to those which he had in the optic nerves.” 

Six days later the doctor again writes: ‘‘I doubt very much 
whether we have accomplished anything, for I fear his vision is 
going down in spite of the decompression and the relief of ten- 
sion from the serous accumulation which I suppose is some- 
thing in the nature of Quincke meningitis. This doubtless 
accounts for the labyrinthine troubles and possibly for the low 
grade of choked disk, though I doubt whether it was the under- 
lying factor. . . . To call attention to the peculiar sphenoidal 
enlargement which the members of his family show will be a 
most important contribution.” 

Three weeks after the operation he writes once more enclos- 
ing some field charts taken just before and since the operation. 
“Whether the slight improvement,” he writes ‘“‘had any rela- 
tion to his operation I cannot tell. Of course the vision in 
these states fluctuates considerably and there has been just a 
slight temporary improvement. I am glad at all events that 
we have given him a chance of benefit from a decompression 
without having an increase of tension, which is inevitable under 
anesthesia, serve to completely and permanently blind him as 
it threatened to do for a day or two after the anesthesia. This 
is another incident which makes me feel that variable tension 
conditions have after all something to do with his particular 
form of visual disturbance. The constriction of the fields, 
though it. leaves a bi-nasal hemianopsia, is not like the bi-nasal 
hemianopsia which we so commonly see as a terminal stage of 
the secondary atrophy from a choked disk.” 


On May 28th, or four weeks after the operation, the 
patient again called at the office. He had had asubtemporal 
decompression upon the right side and has now recovered 
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from the effect of the operation He states that his eyes 
kept growing rapidly worse after he reached Baltimore and 
on the morning of the operation he could not see anything 
with the right eye. For two days afterwards, as indicated 
in Dr. Cushing’s letter, he was totally blind in both eyes. 
Then his vision improved for several days, since which time 
it seems to have kept about stationary. Vision: O. D. sees 
hand move on the temporal side. 

O.S. counts fingers. Pupils are equal and respond readily 
to light. He has had no headache and no dizziness since 
the operation. Ophthalmoscopic examination: The disks 
are decidedly pale with edges only slightly hazy, the veins 
good sized, arteries slightly contracted—a well marked 





secondary optic atrophy. There is slight horizontal nys- 
tagmus of both eyes. Examination with the perimeter 
shows the fields smaller than before the operation (see Chart 
V.) but larger than when they were examined at Baltimore 
before or shortly after the operation. The eyes tire very 
quickly, so that after looking for a time he will not be able to 
see the white disk at the point where he saw it positively a 
few minutes previously. The outlook as regards the 
patient’s vision is certainly not encouraging. It is too early 
as yet to say whether the operation will have any effect in 
preserving what sight he now has. 


In addition to the typical cases of Leber’s disease there are, 
as described by Cargill, * ‘‘ certain atypical borderland varieties, 
which resemble Leber’s disease in being examples of a special 
family vulnerability of the optic nerves, but differ in that the 





* The Ophthalmoscope, vol. x. (1912), p. 68. 
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damage extends beyond the macular neurones to the whole 
nerve, resulting in general atrophy.” 

1. Cases of family or hereditary congenital or infantile 
optic atrophy setting in either before birth or very early in life. 

2. Cases of peripherally contracted fields associated with 
the central scotoma and ensuing general optic nerve atrophy 
with permanent great loss of vision. 

3. Cases in moderate smokers of the same family, both eyes 
being affected either simultaneously or one before the other 
and no improvement following the discontinuance of tobacco. 

4. Some rare cases of serious and even permanent impair- 
ment of vision from optic nerve atrophy coming on in young 
men after matrimony or after long-continued sexual abuse. 

In conclusion, therefore, whether this patient is a typical 
case of Leber’s disease or, what seems more probable from the 
subsequent history, one of the allied varieties, is possibly a 
question. The interesting problem is what relation, if any, 
the enlarged sphenoidal cells and the condition at the base 
of the skull bear to the optic atrophy in this family, whether, 
in other words, the enlarged sphenoidal cells constitute the 
hereditary characteristic and the optic atrophy is merely 
secondary. In regard to this I would not feel warranted in 


venturing an opinion on the study of only one family and so 
hope that other patients presenting similar symptoms may 
be subjected to like X-ray examinations. 








POLYPOIDAL FORMATION IN THE LACRIMAL SAC.! 


By Dr. FREDERICK TOOKE, Montrea, CANADA. 


(With two figures on Text-Plate VII.) 


OLYPI of the lacrimal sac are seldom met with if we are 
P to accept the statement of Wagenmann.? The paucity 
of cases recorded in ophthalmic literature would seem to bear 
out this assertion. No less an authority than Kuhnt? claims 
that polyps in the tear sac are exceedingly rare, while Hertel‘ 
records that after a microscopic examination of fifty-two tear 
sacs a polyp was found in one case only. From a series of 
fifty excised sacs which I have personally examined micro- 
scopically, I have found definite polypoidal structures present 
in two cases, a somewhat higher percentage than that of Hertel 
as well as, I presume, that of Wagenmann. The fact that a 
systematic or routine examination of excised lacrimal sacs is 
not carried out by the majority of ophthalmic surgeons who 
practise the operation of the subperiosteal extirpation of the 
sac may be held as partly responsible for the fact that in this, 
as in many other questions of definite pathological interest, 
much valuable material is permitted to be overlooked, if not, 
indeed, actually neglected. 
It is, however, known that published records of polypi of the 
lacrimal sac are few. The two cases which I am presenting 
have a clinical as well as a pathological interest. 


Case 1. B. D., a young French Canadian woman of 





* Read at the 48th Annual Meeting of the American Ophthalmological 
Society, held at Atlantic City, June 12, 1912. 

2 Bericht der ophthal. Gesellsch., Heidelberg, 1906. 

3 Bericht der ophthal. Gesellsch., Heidelberg, 1891. 

4 Von Graefe's Archiv, Bd. 48. 
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FORMATION IN THE LACHRIMAL SACc”’ 
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about twenty years of age, came to the Royal Victoria 
Hospital, Montreal, about a year ago, complaining of recur- 
ring attacks of pain and swelling over the right tear sac. 
Her description of one of these attacks, which seems to have 
been attended with more pain than usual, almost suggested 
an attack of facial erysipelas. The patient stated that 
although she was troubled with her eye watering persist- 
ingly, she had never noticed a purulent discharge about the 
eye. She had been in attendance at one of the French 
Canadian institutions where she says that an operation had 
been performed for the removal of the sac a few months 
before. 

Beyond the ordinary illnesses of childhood she had always 
enjoyed good health and the patient had the appearance of 
an unusually robust young woman. She had been several 
times in the out-patient department where drops were pre- 
scribed as a placebo. The sacs had never been probed, at 
least not so far as I could learn, and the canaliculi had not 
been slit. There was no discharge of any kind upon pressure 
exerted over the sac. A diagnosis of stricture of the duct 
was established by means of the lacrimal syringe. There 
was no apparent thickening of the tissues in the region of 
the sac or any evidence of bulging or tumor mass beneath 
the skin surface. A small crescentic scar about 1.5cms 
in length, which had healed by primary intention, could be 
seen in the customary site of the initial incision for removal 
of the sac, extending from about 2mm inside of the pal- 
pebral ligament, downwards and outwards, corroborating 
the patient’s statement that operative interference had 
been attempted. The department of rhinology reported 
a condition of rhinitis chronica as well as a hypertrophic 
condition of the tonsils. There were also multiple tiny 
ulcerated patches in the buccal mucous membrane which 
were diagnosed as non-specific and which cleared up after 
the use of an antiseptic mouth wash. A Wassermann reac- 
tion was not attempted. There was, further, no evidence of 
nasal polypi, and the accessory sinuses were apparently in a 
healthy condition. The lids and conjunctiva were normal 
and the cornea did not show any scars which would lead one 
to suspect a prior infection from the conjunctiva or lacrimal 
sac. The patient’s visual acuity was normal. 

She was subjected to ether anesthesia and the sac excised 
in accordance with the procedures recommended by Axen- 
feld.t The course of the old scar was followed rather 
closely, but curiously enough I did not find the amount of 
cicatricial tissue or the thickening of the periosteum that I 





* Klin. Monatsbl. f. Augenheilk., ‘‘Festschr. f. Manz,” 1902. 
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had anticipated, the operation being an unusually easy one. 
The sac was not unduly adherent to the periosteum by any 
inflammatory adhesions, but was easily exposed and removed 
without lacerating it. After the removal of the sac, a small 
incision was made across its equator, which fortunately 
happened to be directly over the site of the polyp, its 
attachment apparently being at the nasal or posterior, wall 
and directed upwards and outwards. It measured about 
4 by 2mms. The polyp is seen to be pencil-shaped and is 
definitely pediculated at its point of attachment, with a 
suggestion of one or two accessory polypi appearing at this 
point. It is of a mottled red color, resembling in this 
respect the case described by Wagenmann, suggestive of its 
being composed of strangulated vascular tissue. I removed 
a part of the sac wall above the polyp for microscopic exam- 
ination, while the balance of the sac with the polyp intact 
I am presenting as a gross specimen. 

On examining sections from the excised portion of the 
sac, one notices evidence of acute or subacute inflammatory 
disturbance in the mucous membrane. The cylindrical 
epithelium is intact and for the most part is regularly dis- 
tributed over the mucosa. Some of the epithelial cells, 
more particularly the deeper ones, are inclined to be swollen 
or oedematous, corresponding to well-known changes which 
have been observed in early inflammatory or cedematous 
conditions involving the corneal epithelium. The epithe- 
lium is not arranged in little tufts or clumps such as one 
frequently finds to be the case in acute inflammatory con- 
ditions of the sac. The epithelium is not exfoliated and 
there is no evidence of a slough. A few goblet cells are 
present in the mucosa. The basement membrane beneath 
the epithelium is regular and intact, while in the submucosa 
beneath this is a very distinct infiltration of lymphocytes 
and plasma cells (Fig. 1). The muscular wall of the sac does 
not by any means show a corresponding degree of inflamma- 
tion. The vessels are, however, somewhat dilated, but they 
do not present the characteristic multiplicity or engorgement 
which one would anticipate in a section removed from the 
neighborhood of the nasal duct. 

CasE 2. M. L., a Hebrew, aged 37 years, a cabinet- 
maker by trade, was also seen by me at the Royal Victoria 
Hospital. He complained of his eyes watering for years 
and that he was not able to obtain any relief from the 
trouble. He stated that he had never suffered from any 
inflammatory disturbance in or about the eyes, and that 
pain and tenderness had never been associated with the 
region of the lacrimal sac. As in the former case, the cana- 
liculus had not been slit and the use of probes had never 





Polypoidal Formation in the Lacrimal Sac. 449 


been resorted to. A diagnosis of lacrimal obstruction was 
made by means of the lacrimal syringe. A nasal examina- 
tion showed a condition of deviation of the septum to the 
right side, the opposite to the affected tear sac, with a 
moderate degree of chronic rhinitis. As in the former case, 
there was no apparent hypertrophy in the tissues about 
the lower end of the nasal duct, and there was no nasal 
discharge at all suggestive of suppurative changes in the 
accessory nasal cavities. The patient was myopic, but 
normal vision could be obtained by means of correcting 
lenses; these, however, he had not been in the habit of 
wearing. 

A radical extirpation of the sac was attempted as a relief 
for the epiphora under ether anesthesia. The sac was 
exposed without difficulty, but shortly before excising it at 
its upper and lower attachments, a small cut was accident- 
ally made in the sac wall with the scalpel. Through this 
opening protruded a polyp of a pearl-gray color, very much 
of the same color as one observes in the nasal form of 
polyp, and of about the size of an ordinary pea. It was 
perfectly round, and in shape, size, and color it very much 
resembled an ordinary pearl of moderate size. Unfor- 
tunately during the subsequent dissection the polyp broke 
off from the pedicle, but it was procured and placed in for- 
malin for subsequent pathological investigation. When the 
sac was completely removed, a larger opening was made in 
the sac wall which revealed a second polyp attached to the 
nasal side of the sac wall. This tumor was somewhat 
hammer- or anvil-shaped, the pedicle being comparatively 
short but stout. The polyp was of the same color and 
size as the one which had broken away, almost filling the 
sac horizontally, though not vertically. The sac was not 
ectatic nor were its walls unusually thick. The specimen 
was fixed in formalin, hardened in progressive strengths of 
alcohol, and imbedded in celloidin. 

Microscopic sections of the polyp show it to consist of a 
delicate stroma of cells somewhat resembling areolar tissue 
but not absolutely comparable to any of the recognized 
tissue cells. The individual cells are rather large, stellate, 
and give off a number of delicate processes, the individual 
cells being separated from one another by a matrix which 
by staining with thionon is shown to contain varying 
amounts of mucin. Scattered through this matrix one sees 
a number of blood-vessels with unusually thin walls. 
Throughout the matrix one is also able to discern a definite 
number of lymphocytes. That the tumor can hardly be 
regarded as a true myxoma but one more or less combined 
with fibrous-tissue elements, is substantiated by an exami- 
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nation of the pedicle of the mass (Fig. 2). This is formed very 
largely of connective tissue proper, doubtless an extension 
of elements of the submucosa of the sac as well as of new 
connective-tissue cells, the result of previous inflammatory 
changes. One also notices at this point more than at any 
other the vascular nature of the tumor, the vessels being 
larger and their walls more formed than elsewhere in the 
tumor. The pedicle and that part of the polyp adjacent to 
it are covered with columnar epithelial cells which disappear 
from the surface of the polyp as one proceeds farther for- 
ward. The definition of these cells is not shown as clearly 
as in Case I, their presence being at many points disguised 
by the degrees of infiltration which involves the mucosa as 
well asthe submucosa. These cells, however, do not appear 
to be thrown off at any point, and nothing at all suggestive 
of a slough or of actual tissue necrosis is to be distinguished, 
the condition appearing more as one of strangulation or of 
anintense cedema. Staining sections by Gram’s method did 
not reveal the presence of micro-organisms. 


From an examination of these two cases I have come to the 
conclusion that polyps of the tear sac, as in the nose and ac- 
cessory nasal cavities, are evidences of hyperplastic growth or 
actual tumor formation which may possibly be due to a pre- 


existing inflammation, as Adami‘ has pointed out. This 
inflammation, I might add, is not necessarily of an infective 
or suppurative type. If we are to regard polyps as composed 
morphologically of the identical tissue cells constituting the 
mucous membrane, besides the additional cellular composition 
of the polyp, one would, as in the nose, expect to find inclu- 
sions of glandular elements which may at times become dilated 
owing to a retention of secretion resulting in the formation 
of cystic tumors. That glandular elements are not shown 
in the sections which I have prepared and described is 
not at all surprising. Hertel has made the statement that 
the normal lacrimal sac is supplied with glands in its 
mucosa, but from the cases which I have had the opportunity 
of examining microscopically, I have been able to satisfy my- 
self that a true gland existed in only one case. If present they 
are in my opinion exceedingly rare, and consequently their 
presence in the sections which I have reported would hardly be 
anticipated as frequently as in nasal polyps. 





t Principles of Pathology, vol. ii., p. 269. 
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It is interesting to note clinically how inefficacious the 
passage of probes would have been with such polypoidal ex- 
crescences with a pediculated lateral attachment to the sac 
mucosa: their recurrence would have been inevitable. It is 
further of interest to suggest that the primary etiological 
factor in these two cases has not been trauma, as Wagenmann 
suspected in his case, but rather a possible indefinite or chronic 
thickening of the nasal mucosa. This is one of many forms, 
as Heilmaier* has pointed out from an exhaustive examina- 
tion of cases of dacryocystitis, which may be responsible for 65 
per cent. of the total number, involving the subperiosteal 
plexus of veins about the nasal duct and inducing evidence of 
strangulation or of cedematous changes in the mucosa and 
submucosa of the sac. 





t Zeitschr. f. Augenheilk., vi., S. 540. 





A CASE OF CHLOROMA.! 
By Dr. ROBERT SATTLER, Crincinnatl, Onto. 
(With three figures on Text-Plate VIII.) 


HE rapid-growing tumor masses of chloroma and the 
similar but chronic lymphomata make up a smaller 
group of the more uncommon neoplasms of the orbital cavities. 
For the latter or lymphomata, chronic expressions of leuczemia 
and pseudo-leucemia are tacitly admitted, but for chloroma, 
even with the next to constant presence of an acute and even 
vicious leucemia, this cannot with equal probability be 
assumed. 

Chloroma shows an unmistakable predilection for the bony 
framework of the orbit and its earliest positive declaration 
may first be discovered here, and, furthermore, be character- 
ized by a bilateral and more or less symmetric growth. Chlo- 
roma supersedes all other tumors of this category in malig- 
nancy and an inexorable course. 

In the present case, the orbits were also early and domi- 
nant expressions of this uncommon lesion and extreme rapidity 
of growth of the subperiosteal neoplasms in both cavities and 
of the adjacent temporal and frontal regions was from the 
first in conspicuous evidence. A mild leucocytosis was trans- 
formed within a short time limit into the most vicious 
leuczemia. 

Amidst symptoms of excessive prostration, occasional epis- 
taxis, uncontrollable backache and chest pains, as rapidly fol- 
lowed by increasing exophthalmus, which as speedily precipi- 
tated sphacelation of both cornee and complete destruction 





t Reported in abstract before the Forty-eighth Annual Meeting of the 
American Ophthalmological Society, June 12-13, 1912. 
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of both eyes, we witnessed a striking clinical picture. This 
was again only equalled by a similar amazement, when the 
gross pathologic findings with their multiple green tumor 
masses and flat or medallion-like, pea-green infiltrations 
scattered throughout the pericranium, dura, spinal column, 
sternum, and internal organs were disclosed to us at the post- 
mortem examination. These flattened, irregularly ovoid and 
rounded greenish deposits projected but little over the surface 
in the localities in which they were found. 

The following synopsis of the history refers only to the prin- 
cipal features of its rapidly lethal course and the gross and 
microscopic pathologic findings of the autopsy. 


The patient, a lad et. 11, whose parents attributed the 
beginning of his malady to getting chalk dust into his eyes 
at school, had first complained, three weeks before, of an 
unpleasant scratching and dryness of both eyes, but there 
was no impairment of vision or other objective disturbance. 
There were but two points noteworthy in his previous his- 
tory: he was deaf and had a slight fetid discharge from the 
right ear, which had persisted after an attack of scarlet fever 
several years before. There was present also a slight 
enlargement of the thyroid, but at no time previous or at 
present were there other evidences of exophthalmic goitre. 
About two weeks prior to his visit to me, prominence of 
both eyes was first discovered and also symmetric tumor 
masses in both lids and orbits. The boy complained little, 
but he was languid, irritable, and tired easily. Shortly 
afterwards, or about three weeks from the beginning of his 
persistent ocular complaints, Dr. Petit, his physician, 
brought him to me for consultation. At that time, May 
28, 1911, we found small symmetric, smooth, ovoid tumors 
in both orbits, and their location left little room for doubt 
that they were the displaced and enlarged lacrymal glands. 
The upper lids were smooth and tense and of a dusky hue; 
the palpebral fissure was horizontally narrowed. Both eyes 
were displaced forwards, but the protrusion was not marked 
nor was the lateral displacement inwards pronounced. He 
had perfect vision in both eyes and the eye grounds were 
normal. There was no enlargement of the lymphatics 
either superficial or deep, adjacent or remote; there was 
present, however, symmetric enlargement of both parotid 
and the salivary glands. The tumor masses near the orbi- 
tal margins and the adjacent temporal, parietal, and 
frontal regions imparted on palpation an elastic and nodular 
sensation. 
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Lacrymation was slight and could not be increased even 
through pungent odors, ammonia, or onion juice. He com- 
plained of dryness of the mouth, throat, and nose, but neither 
vigorous mastication nor astringent substances increased the 
flow of salivary secretion. The symmetric enlargement of 
the lacrymal and salivary glands identical in structure, 
anatomically, led me at first to look upon the case as an 
early stage of Miculicz disease. To obtain greater cer- 
tainty, the right orbit was explored, and this conclusively 
established that the gland in question was indurated and 
dislocated. A piece was excised and a section showed a pale 
color and firm consistence and little or no bleeding. Micro- 
scopical examination pronounced it sarcoma. 

The photograph marked I was taken May 28, 1911, and 
the one marked IT, June 17, 1911. 

The greater swelling of the right side at this time was not 
alone due to the incision to explore the orbit, but to a recent 
more rapid growth of the subperiosteal masses of this region 
which could now be distinctly felt. 

The time interval from May 28th to June 17th changed 
the clinical aspect completely. Miculicz disease was, of 
course, ruled out. The rapid advance of the subperiosteal 
neoplasm, filling the apex and walls of both orbits, had caused 
greater displacement of the lacrymals, and the excessive 
proptosis had resulted in complete sphacelation of both 
corneez. The more or less symmetric subperiosteal tumor 
masses of the skull assumed, from this time, a distinctly 
nodular appearance and were more elastic to the touch. 
They now involved almost the entire vault of the cranium, 
and, though more or less symmetric during the later stage, 
were more marked or prominent on the right side. The 
suffering from this time was intense and constant. Pros- | 
trationexcessive. Chills and febrile activity fluctuated with 
increasing severity. Pains in the back and sternal region 
intense and constant and not relieved by anodynes. Amidst 
increasing exhaustion, he died August 11, 1911. 


AUTOPSY. 


By Dr. H. W. Woodward. 


Body that of a well developed boy of 11 years, much 
emaciated, abdomen prominent, skin atrophic and glossy. 

Both eyes pushed forward and downward by large tumor 
masses, the eyeballs collapsed. 

Chest: On removal of the sternum, a flat tumor mass 
was found adherent to its surface. This filled the entire 
mediastinum. This mass was very firm and, on section, of a 
pale green color. The pericardium, both parietal and vis- 
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ceral, was studded with small, flat tumors of the same type as 
the one described. The heart was small and flabby. Both 
pleural cavities contained muddy-colored fluid, especially 
the right, and both layers of pleura contained similar tumor 
masses up to an inch in diameter. The lower lobe of the 
left lung showed hypostatic pneumonia. The right kidney 
was in a condition of pyonephritis due to obstruction of the 
ureter by a tumor mass at the hilum. 

The kidney capsule showed many flat tumor masses pro- 
jecting from the parenchyma. Left kidney same as right 
except for the absence of a distended pelvis. Lymph nodes 
in general showed no enlargement. 

Head: There are large symmetric masses of tumor 
growth extending from the orbital tumors backward and 
upward over the temporal and parietal regions of the skull 
apparently under the periosteum, and smaller masses 
involved and covered the sutures of the entire cranium. 
The dura mater was also found to be studded with tumors, 
all very flat and making no depression in the brain proper. 
The brain itself and the cranial nerves were free. The left 
lobe of the thyroid was much enlarged, but on section 
showed a typical colloid appearance only. Specimens 
removed from the orbital tumor had the same firm consis- 
tency and greenish ‘color. 


MICROSCOPIC EXAMINATION OF TUMOR MASSES. 


By Dr. George H. Knapp. 


The newly formed tissue is of a light green color and of 
firm consistency. Sections for microscopic examination 
were made from the substernal green tissue, from the 
tumors in the orbital cavities, and from the thyroid glands. 
The tissues examined microscopically were fixed in formalin, 
the chloromatous tissue was stained with hematoxylon and 
eosin, by Von Gieson’s method, and with Ehrlich’s triacid 
stain; the thyroid sections were stained with hematoxylon 
and eosin. 

The green tissue consists of small cells.resembling leuco- 
cytes closely packed together, with a very delicate reticu- 
lum which is scarcely discernible in the sections stained 
with hematoxylon and eosin, but is plainly demonstrable 
in those stained by Von Gieson’s method. Here and there 
between the cells there are open spaces which evidently were 
blood channels, as many of them contain broken-down red 
corpuscles. No eosinophilic granulations were demon- 
strable in the cells of the sections stained with Ehrlich’s 
triacid stain. 
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Examination of the sections of the thyroid gland shows 
that the alveoli are filled with colloid which stains a bright 
red with eosin, and for the most part the actini are lined 


with a single layer of epithelial cells which are somewhat 
flattened in places. 


There is no confluence of actini by destruction of the walls 
between neighboring alveoli. In certain areas small round 
cells are found in aggregation outside of the alveoli and in 
places cells of the same are found in considerable numbers 
within the acini. In brief, the thyroid changes appear to be 
those of a diffuse hypertrophy of the gland—colloid goitre. 


The literature of chloroma is extensive, but the etiology of 
this rare lesion is unknown; even the cause of the green color 
of its tumor masses remains a mystery. General pathology 
has established the unquestionable relationship between acute 
leucemia and chloroma. Whether the hemic disorder and 
chloroma are one, or stand to one another as cause and effect, 
though more probable, cannot at present be claimed with 
certainty. Evidence in strong support of this statement and 
that the former starts up in the red bone marrow simul- 
taneous and multiple foci of origin, followed by an enormous 
increase of white cells, which have in addition acquired another 
inherent property or impulse, i.e., to multiply subsequently 
in the open blood and lymph channels and particularly in the 
connective-tissue spaces throughout the body. In remote 
parts, such as the periosteum and dura of the skull, the sternum, 
the vertebral column, the subcapsular regions of the paren- 
chyma of internal organs, as kidney and liver and sub- 
pleural regions of the lungs and the subpericardial ones of 
the heart, owing to tissue peculiarities, structural and terri- 
torial, this enormous massing of white cells leads to their arrest 
and subsequent incarceration in these remote localities, fol- 
lowed by the formation of countless foci or infiltrations which 
rapidly and inflexibly displace and compress the normal cell 
structures and sooner or later constitute the distinctive green 
tumor masses or chloromatous infiltrations. 

An interesting fact is that the lymphatic glands, the lacry- 
mals, parotids, and the spleen, do not participate in the same 
rapid manner, and that similar focal infiltrations do not take 
place, and that their induration is due to a diffuse or general 
overcrowding with white cells only. 
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These conclusions the autopsy of the present case and the 
microscopic examination of the pathologic specimens abun- 
dantly confirm, and principally that lungs, heart, liver, and 
kidneys under their serous envelopes in remote or external 
parts of their parenchyma, and with the kidneys, on the part of 
their internal cavity or pelvis as well, had become the seat of 
countless pea-green infiltrations or tumor masses which pro- 
jected only slightly over their unbroken surface except when 
the protrusion or ectasia of the serous or capsular covering was 
so great that rupture had taken place and the greenish contents 
were discharged into the pleural, pericardial, or peritoneal 
cavities and, mixed with the fluid contents, changed the latter 
to a dirty gray or putty color. 

In the pelvis of the right kidney this focal lymphocytic 
hyperplasiz of its parenchyma had resulted in similar greenish 
projections, some of which had ruptured and filled the pelvis 
with a dirty gray or greenish-gray looking mass. Another 
noteworthy point brought out was that, in spite of the numer- 
ous infiltrations, of which really only a smaller number were 
even visible at or near the surface of the pericardium and 
pleura, the capsule of the kidney, liver, and dura mater, the 
organs in question had sustained, comparatively speaking, 
little functional derangement until a later or more advanced 
stage was reached. 

On the part of the brain this was particularly evident; the 
numerous pea-green medallion-like, flat elevations of the dura 
had hardly or not at all indented, much less compressed, the 
brain at the points mentioned. Until a short time before he 
died, his intellect and the other functions of his central nervous 
system remained unimpaired and only when unmistakable 
sepsis, in consequence of pyonephrosis and similar but con- 
cealed foci of infection, had come about, were delirium and 
febrile disturbance added. 

As to the periosteum, which resisted the almost phenomenal 
growth for a longer period and for evident anatomical reasons, 
after perforation in one or more places had once taken place, 
rapidity of growth was next to a visible fact. 

Another interesting confirmation of known histological facts 
was the scant vascularization of the tumor mass or, as better 
expressed, the neoplastic infiltrations, their firm, elastic con- 
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sistency, the presence of only a most fragile connective-tissue 
framework and the absence of even the most delicate envelope. 
On section, the masses looked like pale, juicy bacon. If the 
pericardium or pleura over the pea-green masses was stripped, 
it appeared to us that the greenish hue was intensified. It 
certainly faded after longer exposure to the air and changed to 
a dirty gray or putty color. 

The early prominence and symmetric induration of the 
lacrymal and parotid glands, giving to the face and eyes, for 
a short time, the typical expression of Miculicz disease, was 
dependent upon a steady growth of the subperiosteal tumor 
masses in the apex and lateral walls of the orbit and face. 
These glands were not invaded, however, by focal or typical 
chloromatous infiltrations, but showed only an enormous 
diffuse hyperplasie of white cells. Later on, through com- 
pression, both lacrymal glands underwent atrophic changes 
and could not be differentiated from the tumor masses which 
completely filled both orbital cavities. 
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AMBLYOPIA FROM INHALATION OF METHYL 
ALCOHOL.’ 


By Dr. HENRY H. TYSON, New York. 
(With 8 charts of field of vision in the text.) 


LTHOUGH thirteen cases of methyl alcohol amblyopia 
A from inhalation have been reported in the literature, 
they are not so common that a report of three additional cases 
may not be of some interest, as it may help to call attention 
anew to its toxicity, and especially on account of the interesting 
visual fields, as I found no similar fields recorded. Of the 
thirteen reported cases (eleven by Buller and Wood, 
J.A.M.A., Oct. 22, 1904, and two recently by Gruening), 
eight were varnishers using shellac dissolved in wood alcohol, 
and the cases in the following report come under the same 
classification. 


History of case No. 1 is as follows: Mr. G. K., age 21 
years, occupation painter and varnisher. No history of 
syphilis, rheumatism, tuberculosis, nor nasal disease; he 
does not drink whiskey, but smokes cigarettes in moderation. 
He was employed on Dec. 3 and 4, 1911, shellacking the 
interior of a large beer vat. He wore gloves while at work. 
On Dec. 5th he complained of headache, vertigo, unsteady 
gait, and acted as if intoxicated, with nausea and vomiting, 
and was unable towork. On Dec. 7th his vision commenced 
to fail and he consulted his family physician, who made a 
diagnosis of methyl alcohol poisoning and prescribed laxa- 
tives. His vision continuing to fail, he was advised to con- 
sult an oculist. He visited the clinic of the New York 
Ophthalmic and Aural Institute on Dec. 12, 1911. 





*Read before the American Ophthalmological Society at its annual 
meeting at Atlantic City, N. J., June, 1912. 
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Examination: Vision (eccentric), right sd; left 335, 
counting fingers when held in the extreme inferior tem- 
poral fields. His pupils were widely dilated, with practi- 
cally no reaction to light nor convergence. His eyes were 
painful on rotation and to pressure backward, while his 
fundi showed optic neuritis with dilated dark veins; 
arteries darker than normal, but not altered in size, with 
extensive retinal oedema, especially marked along the 
vessels. He had some cyanosis with papular eruption 
on face and chest. He was admitted to the hospital on 
the same day; pilocarpin sweats, calomel and jalap as 


Field for White. Test 10 mm. sq. 
Colors not recognized 
O.D. s3s. O.S. x35 (Eccentric) 


purgatives, with strychnia and oxygen, were prescribed. 
His blood was examined by Dr. F. Shook, who reported 
R. B. C. 5,265,000, W. B. C. 8000, hemoglobin 106%. 
Urine normal. He remained in the hospital eight days. 
On Dec. 19th his vision was R. zy, L. zie, with absolute 
central scotoma extending 30° from fixation point in 
all directions; colors not recognized and his field for white 
was contracted about 10°. (See chart No. 1.) Strychnia 
was continued with kali iodide. Two weeks later, Jan. 
3, 1912, his central vision showed remarkable improvement 
to $$ in each eye. No central scotomata could be dis- 
covered by perimetric or Bjerrum test. White fields were 
about normal. Color fields as on chart No. 2. His fundi 
showed the retinal arteries contracted, veins dark, with 
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pallor of the disks, the edges of which were still swollen and 
blurred. On March 21, 1912, his vision was }%. Vis- 
ual fields, as on charts No. 3 and No. 4. In the left eye 
the field for green was about the same as at the last test, 
excepting that the field was larger and had many small sco- 
tomata scattered throughout which were not confluent. 
The visual field for white in the right eye was irregularly 
contracted, with large and small scotomata on various me- 
ridians especially near the fixation point above and below. 

On April 4th his vision was $$ with coler fields as on 
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O.D. #§. OS. # 
O.D. Fields for Red and Green contracted to 5° 


chart No. 5. The red and green fields were contracted to 
5° in both eyes. 

The field for white in the right eye was irregularly contrac- 
ted, with irregular ring scotomata encroaching to within 
10° of fixation and another rectangular-shaped scotoma 
extending from meridian 0° to 60°. In the left eye the 
field for white was slightly more contracted than at the last 
examination, with large and small scotomata. On June 
4th the vision was $$ in each eye with effort at fixing, 
refraction was normal, and visual fields were still continuing 
to contract (see chart No. 6). In his right eye there was © 
nasal contraction, with a large quadrantal defect in the tem- 
poral field for white, with scotomata on parallel 10°. In 
his left eye there was irregular contraction of the field for 
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white, with scotomata on 10° and 15° parallels. The color 
fields for red and green were contracted to 5° from fixation 
in both eyes. Fundi showed bluish white nerves, whiter on 
temporal sides, with evidence of beginning excavation; the 
arteries were slightly contracted, with veins of normal size. 
He complained of difficulty in seeing well in a dimly lighted 
room and requires quite a long time to adapt his vision in 
going from a light to a moderately dark room; he also cannot 
see to play ball (due to his contracted fields). While his 
hearing wasa trifle dull at first, it improved with his visual 
acuteness, but he states that of late it is failing. Unfor- 
tunately no careful tests were made of his hearing at first 
examination, but I am of the opinion that the function of 
many of the cranial nerves besides the optic, are affected to 
some extent by methyl alcohol poisoning, and would suggest 
that in the future more attention be given to searching for 
these suspected defects in examining these cases. 


In this connection it is of interest to note that of two of his 
fellow laborers who were employed on the same work, but who 
had labored three days each during the same period, one died 
suddenly forty-eight hours, and the other seventy-two hours 
after stopping work; also that at the same brewery during 
last year, with a similar lot of varnish, five laborers died with 
symptoms of methyl alcohol poisoning. After these deaths, 
other varnish made with grain alcohol was used and the wood 
alcohol preparation was stored in the brewery until its use in 
I9II. 

There is also a case pending in the courts in a large city in 
the northern part of New York State, where, under circum- 
stances quite similar to the case just reported, one varnisher 
died and another was made blind, having only light perception 
remaining, due to methyl alcohol poisoning. 

It is customary for the workmen varnishing the interior of 
beer vats to work thirty minutes, and then to come out into 
the open air for thirty minutes, working every alternate half 
hour, and while at work they are usually supplied with fresh 
air pumped into the vat. Incase No. 1 no fresh air was sup- 
plied while he was at work in the interior of the vat, whether 
- it was because they were using a new electric heater instead 
of a charcoal burner formerly used, and fresh air was not 
thought necessary under the circumstances, or on account of 
the expense of the installation of a fresh air pump, I am unable 
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to state. Consequently there was no ventilation in the in- 
terior of the vat, as the only openings into it were small pipe 
holes in the top, and one about large enough to permit the 
workman to crawl through into the interior. 

Denatured alcohol is cheaper than methyl alcohol, but the 
latter is used because it ‘‘cuts’’ or dissolves the shellac quicker, 
constituting a saving of from five to eight hours in time, and 
in this strenuous age the employers apparently prefer time 
savers to life savers, and especially as it is difficult to get 
damages or a conviction under the present laws, they appear 
willing to take a chance with the courts. 


Field for White 
O.D. $$. O.S. 3$ 


Two additional cases of amblyopia from inhalation of methyl 
alcohol which have recently come under my observation and 
have never been reported are as follows: 


CasE No. 2.—Miss E. W.., age 30 years, works at polishing 
lead pencils, using varnish made from wood alcohol. She 
was a former patient with vision #%, with errors of refraction 
corrected. Her history is negative as to syphilis, tubercu- 
losis, or nasal discharges. On April 13, 1912, she consulted 
me about an attack of headache, with vertigo, weakness, 
nausea, but no vomiting. She had also dizziness and 
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obscuration of vision while working, and she thought her 
glasses required changing. 

Examination: Right eye, #$, w. +1 cyl. 90° = 22. 
Left eye, 4%, w.—1.25° 90° = #8. She had relative central 
scotomata for red and green, with color fields for green 
contracted to 5° and for red to 10° in both eyes. She also 
had irregularly contracted fields for white and form, and an 
enlarged horizontally oval blind spot in right eye, extending 
from near fixation to 20 T and a scotoma on 150° me- 
ridian from 10° to 20° parallel. In her left eye she had an 
enlarged horizontally oval blind spot from 5° to 30° T, 
with scotomata on various meridians. 
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Field for Green. Test object 5 mm. sq. 


Upon questioning, she stated that the group of symptoms 
mentioned came on principally during the day when the 
windows were not open (cold or damp days especially). 
She worked from 7 A.M. to 12 M. with half an hour for 
lunch and then from 12.30 to 5.30 P.M. After working about 
three hours, the color of the pencils began to vary, her vision 
to blur, and then the pencils became invisible, accompanied 
by the general symptoms mentioned. After going into the 
open air for half an hour, her vision returned and she, feeling 
better, would resume work until lunch time. The same 
condition recurred in the afternoon. This group of symp- 
toms is not experienced at any other time, except while at 
work, as on Sundays or holidays she is never ill. During 
days when plenty of fresh air is supplied, she does not experi- 
ence any of these symptoms. Her optic disks were hyper- 
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zemic, the edges were blurred and the veins were dilated, a 
diagnosis of chronic methyl-alcohol amblyopia was made. 
Under fresh air treatment, kali iodide, and strychnia, her 
general health improved, and her vision improved slightly 
to #$; the fields and scotomata remained unchanged. 

She has been working one year at her trade and for the 
first six months noticed these symptoms occasionally, but 
more frequently of late. The room in which she works is 
about 20X50 with several windows, enough, I suppose, to 
comply with the law, but of what practical use are the win- 
dows if they are not allowed to remain open during damp or 
cold weather? The reason given for not opening them at 
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these times is because the pencils do not take on a good 
polish. 

About twenty-five to thirty young women work in this 
room and take turns in going out into the fresh air. All 
have headaches and numbers have been treated for gastric 
disorders. One was absent about eight weeks from work on 
account of chronic gastritis, and one other suffered from poor 
vision, and was informed by her physician that it was due 
to working with wood-alcohol varnish. It is a fact that 
the workers who are stationed near the windows experi- 
ence less toxic disturbances than those who are farther 
away. 

On June 9, 1912, she reported that about three weeks 
previous she had had double vision, associated with head- 
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ache and loss of appetite. St. pr.: Paresis left internal 
rectus. Vision R. 7%, L. 4%. She had enlarged blind 
spots with central scotomata for red and green; her optic 
disks were hyperemic, the edges being blurred, centres cede- 
matous, and veins being dark blue. She has used the methyl 
alcohol to bathe head for headache, while at work, and 
also to wash her hands to remove the shellac at times 
when in a hurry instead of washing them with water. She 
stated also that this was a common custom with all the 
workers, and that she did not know that it was injurious. 
She said that her urine varied greatly in color, at times being 
very dark, while at others very light. In this connection it 
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would be interesting to have microscopical examinations of 
urine made in all these cases to determine whether any con- 
stituents of the hemoglobin are excreted, as judging from 
the clinical symptoms it is possible that hematin may play 
some réle as a causation factor in producing some of the 
general symptoms. Frequent blood tests and urine analy- 
ses made early during the disorder would help to confirm 
or disprove this supposition. 

CasE 3.—Miss L. K., age 26 years. Examined on April 
13, 1912. She works in the same room near case No. 2. 
Called for examination on account of failing vision and 
desired glasses. Vision: R. #$, + 50—2.5° 80° = 3$; L. 


fos, -—2—1.5° 15° = #8. Her color fields were contracted 
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for green to 5° and for red to 10° in both eyes, with ir- 
regular contracted fields for white and form (see chart 
No. 8). She had a central relative scotoma for green and 
red, and an enlarged blind spot extending from 20° to 5°, and 
faint blurring for objects on 300° meridian 5° to 15° paral- 
lel in left eye, and on 315° meridian between 10° and 20° 
parallel right eye. The optic disks in her right eye had 
temporal pallor with blurring of the superior nasal quadrant. 
In her left eye she had nasal pallor with blurring of the tem- 
poral quadrant and central cedema of the disks. Her left 
eye pained her most. The veins were dark blue and di- 
lated; her eyes being painful on rotation or pressing them 
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back into the orbits. Bright light produces photophobia 
and she recognizes colors on some days better than on others. 
Her visual acuteness varies, and there were no catarrhal 
conditions in her nose, nor history of syphilis, tuberculosis, 
or rheumatism, etc. Her general condition improved with 
kali iodide, strychnia, and fresh air treatment, but her 
vision remained the same; she had been under observation 
only one morth. 

Her history is quite similar to that of case No. 2. She 
commences work at 7 A.M.; frontal headache, dizziness, and 
nausea begin about 10 or I1 A.M. then she rests in the open 
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air for half an hour, after which she resumes work until 
luncheon (has one half hour for luncheon); she feels better 
in the open air. After returning to work, her headache 
returns in two or three hours; it usually disappears in the 
evening some time after stopping work, and is worse on 
damp days when all windows are closed. Her headache is 
frontal, also had dull ache in behind her eyes; complained of 
feeling like a cord or band behind and around her eyes, pull- 
ing them up into her head. At times she cannot see well on 
account of a mist before her eyes. Her vision returns after 
going into open air. She has been working at her trade for 
four and one half years and always has had headache and 
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her sight has deteriorated during that period. She has 
changed her glasses several times, but with no apparent 
improvement. 


In case No. I it was interesting to watch the advance of the 


contraction of the visual fields, the numerous scotomata 
corresponding to degenerated bundles of fibres and groups of 
ganglion cells, and indicating from time to time the future 
limit of the field, as they would become confluent and ap- 
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parently shut out the field beyondthem. Ultimately a tubular 
field is indicated in this case. 

Cases No. 2 and No. 3 show that with plenty of ventilation 
no toxemia resulted, while lack of ventilation produced toxic 
manifestations. While case No. I is one purely produced by 
inhalation, and cases No. 2 and No. 3 probably so, yet there 
may be some doubt in the latter on account of their having 
used the alcohol on their skin for cleansing and bathing pur- 
poses, but when the histories of the cases are considered they 
point to inhalation as the cause. 

While the cases which have died from methyl] alcohol poi- 
soning have apparently died of respiratory paralysis, and 
autopsies have revealed an oedema of the brain, it is unfortu- 
nate that no microscopical examinations have been made of 
the eyes or nervous tissues. For the eye pathology we are 
dependent upon the researches made upon rabbits, chickens, 
dogs, and monkeys, and the clinical deductions by various 
observers. The latest researches that I have been able to find 
in the literature are those of Birch-Hirschfeld in 1902. He used 
in staining Ehrlich’s methylen blue, staining of the neuroglia 
after Mallory. The optic nerve was stained after Marchi 
and Weigert. He stated that this series of experiments were 
made upon monkeys and dogs, and that he found them to be 
very sensitive to wood alcohol; that they led to the same 
conclusions-as his previous researches, viz. that degenerative 
changes were noted in the ganglion cells of the retina before 
any could be seen in the optic nerve; that the changes were 
spread all over the retina next to some portions which were 
perfectly normal or slightly affected; that the poison acts 
directly on the ganglion cells, and the changes in the optic 
nerve were not secondary to the changes in the ganglion cells; 
and that the poison acts directly on the nerve fibres and 
ganglion cells and not on the interstitial tissue. In Holden’s 
experiments he did not find the optic-nerve fibres affected 
early. 

Clinically, conclusions may be deduced according to the 
variety of the ophthalmological pictures; the appearance of 
the fundi varies according to the intensity of the toxicity 
and the location and resistance of the tissues involved, 
cases with no apparent changes in fundi with dimness of vision 
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being due to slight toxicity and cedema of nervous elements, 
those with blurred edges of disks being due to retrobulbar 
neuritis, while those with papilla oedema were due to optic 
neuritis, with cedema and pressure within cranial cavity. In 
all these cases, on account of its low resisting power, we get 
more or less degeneration of the ganglion-cell layer of retina. 
But judging by the enlarged blind spots, with central scoto- 
mata and fields of vision with scattered scotomata, which 
clinically correspond with the microscopic findings of groups 
of degenerated ganglion cells and nerve fibres, I am inclined 
to believe that the loss of function is due to the affected nerve 
fibres first, or at least coincidently with the ganglion-cell layer 
of retina, as it is more probable to suppose that groups or small 
bundles of nerve fibres so arranged as to be exposed to and 
damaged by pressure and later by toxins, etc., would be so 
affected, than it is to have certain groups of ganglion cells 
selected through chemical affinity or selective action of a 
poison. In either case, the ganglion-cell layer being very 
delicate, the degenerative changes would tend to show micro- 
scopically quicker than in the nerve fibres. 

As regards treatment, the only possible hope for preserving 
or restoring vision is the very early elimination of the poison 
by inducing evacuation of intestines and stomach, profuse 
diaphoresis and diuresis, and supporting remedies as strychnia 
and oxygen, and I would suggest transfusion in extreme cases. 

In conclusion I would emphasize the following facts: 

1. That methyl alcohol is a subtle poison and should be 
recognized as such by law. 

2. That it may be inhaled in sufficient quantities during 
the hours of labor to produce amblyopia, blindness, or death. 

3. That where methyl alcohol is used in the trades and 
arts, notices of its toxicity should be posted about the premises 
and an abundance of ventilation should be obligatory. Failure 
to comply with this law should entail criminal liability. While 
ventilation will not entirely prevent its poisonous effect, it will 
greatly minimize it. Whenever sudden dimness of vision or 
blindness follows gastro-enteric attacks, with headache, ver- 
tigo, chills, sweating, etc., methyl alcohol poisoning should be 
suspected. 

There are many occupations in which methyl alcohol is 
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used with deleterious effects on the laborers, producing illness 
and death, and the cause is not suspected. To prevent methyl 
poisoning in the arts and trades, compel the substitution of 
denatured alcohol. It will be only by educating the general 
practitioner and the public that this subject will ever receive 
the recognition which it deserves, and it devolves upon the 
ophthalmologists to exert themselves to their utmost to achieve 
this desired result. 





SYPHILIS OF THE ORBIT. REPORT OF AN UNUSUAL 
CASE. 


By Dr. OSCAR DODD, Carcaco, ILL. 


YPHILIS of the orbit is among the rare forms of eye 
a disease. Cases reported in the literature are few in 
number and of most diverse forms, from a periostitis of the 
orbital walls with pain and slight proptosis of the eye to those 
with necrosis of the bony walls. 

According to Alexander* and Badal,” syphilis of the orbit 
comprises only one to two per cent. of all syphilitic eye cases 
and one in 5000 of alleye diseases. The statistics of the Leip- 
zig clinic? gave 17 cases of gamma and periostitis of the orbit 
among 130,000 eye patients. I think this proportion is too 
large for the cases in this country, considering the few which 
have been reported. Undoubtedly a large number of mild 
cases have not been diagnosed until some recognizable syphi- 
litic symptom has appeared and syphilitic treatment has been 
given. 

It may occur with either the hereditary or acquired forms of 
syphilis. Among the 78 cases which Birch-Hirschfeld‘ col- 
lected from the literature fifteen were under ten years of age, 
showing a large percentage which must have resulted from 
the hereditary form. His collection comprised the cases 
reported to 1907, and I have been able to find only one case 
reported since then, which was in a man of 63 years. 

Syphilis of the orbit may be classed in two groups: Those 
in which the orbital margin is primarily affected and those 

* Syphilis und Auge, Wiesbaden, 1888. 

* Arch. d’Opht., 1886, p. 104. 

3 Graefe-Saemisch Handbuch, vol. ix., p. 425. 

5 Marques, Annales d’Ocul., vol. cxxxviii. 
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beginning with a periostitis or gumma of the orbital walls. 
It seems to appear more frequently at the margin of the orbit, 
especially at the superciliary ridge, the reason for this being 
undoubtedly its exposure to slight trauma, the same localizing 
cause to which syphilitic affections of the bones of the skull 
and tibia are attributed. 

The course of the disease is usually a chronic one and may 
be preceded for some weeks or months by severe pain of a 
neuralgic character. When the orbital margin is first affected, 
a hard swelling may be felt in the roof of the orbit, and there 
are also exophthalmus and displacement of the eye downward. 
A gummatous swelling is frequently present outside the orbital 
margin, which later undergoes degeneration and necrosis. 
These symptoms are so characteristic as to make diagnosis 
comparatively easy, but when the trouble begins as a gumma 
or periostitis in the deeper tissues of the orbit, and is first 
noticed as a hard tumor, the origin is difficult to determine. 
In a case reported by Peppmiller’ a portion of the tumor was 
removed for examination and pronounced fibroma of the orbit 
from its microscopic and macroscopic appearance. Gold- 
zieher? also reports a case in which a microscopic diagnosis of 
fibrosarcoma was twice made and the true diagnosis of gamma 
was not made until after death occurred. A large number of 
cases of syphilis of the orbit occur simultaneously on both 
sides, as is shown by the cases reported by Hotz,’ Parker,‘ and 
Fisher.§ 

The hereditary cases present the greatest difficulty in diag- 
nosis and also the largest fatality. Of the five fatal cases 
reported three were of the hereditary type. Their similarity 
to malignant growths of the orbit cause general treatment to 
be neglected. 


When the periostitis progresses to necrosis of the bone and 
breaking down of the soft tissues, with formation of pus, we 
have a condition similar to that produced by infection of the 
nasal sinus, and which occurs much more frequently than does 
the syphilitic. 





* Pathol. d. Auges, Lubarsch-Ostertag, 1901. 

2 Zestschr. f. Augenheilk., vol. vii., 1902. 

3 Ophth. Record, 1903, p. 329. 4 Ibid., 1906, p. 241. 
5 Ibid., 1903, p. 31- 
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We also have the possibility of its being tuberculous in 
character, for, while tuberculosis of the orbit is a more rare 
affection than the syphilitic, it presents the same chronic 
course, with necrosis and discharge. 

Sight may be affected early in the cases beginning in the 
deeper tissues of the orbit by the implication of the optic nerve 
in the growth or by pressure from swelling at the optic foramen. 

The following history is of a case of syphilis of the orbit 
which came under my care at the Illinois Charitable Eye and 
Ear Infirmary, Oct. 27, 1911: 


Patient, female, aged 31 years. Her mother died at the 
age of 63 from malaria. Her father, aged 65, and five 
brothers and five sisters were all living and in good health. 
With the exception of a few of the diseases of childhood she 
had been well until the beginning of the present trouble. 
She was married at the age of fifteen, and her one child, 
twelve years of age, had always been healthy. She was 
married again at the age of twenty-six, and one year later 
the cervical glands became enlarged and her throat was sore 
foratime. About two years previous to her entrance to the 
hospital, the glands of her neck were removed by operation 
at her home in Ohio for what was supposed to be tubercu- 
losis. The eye trouble started about April, 1911, the right 
eye having been swollen shut several times before any atten- 
tion was paid to it. She finally consulted a physician who 
said she had pus in the orbit and advised an operation. 
There was a hard swelling at the temporal margin of the 
orbit which was supposed to contain pus. The first of 
July an opening was made in the swelling on the temple just 
opposite the upper orbital margin. The last of July she 
had another operation of the same nature, but no pus was 
found at either time. A third operation was done in August 

_and at this time a large quantity of pus was found, the 
removal of which greatly relieved her, but she soon grew 
worse again and about September Ist noticed that the eye 
began to protrude. She came to Chicago and entered the 
County Hospital on Sept. 21, 1911, remaining there five 
weeks under the Eclectic service. Instead of improving, 
she grew worse during this time and had several spells of 
unconsciousness for periods of varying length. Not receiv- 
ing the benefit she expected at the hospital she left there 
and came to the Eye and Ear Infirmary where she was placed 
under my care. 

The condition was as follows: The right upper lid was 
greatly swollen and tense, covering the eyeball completely. 
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It was necrotic along its upper margin, being held by narrow 
bridges of tissue at the external and internal angles. Large 
quantities of pus were coming from this opening as well as 
from a large sinus on the temple about an inch from the 
orbital margin and on a line with its upper border. There 
was great swelling over the right half of the forehead, extend- 
ing up to the hair and over as far as the median line. On 
pressure over this swelling large quantities of pus would 
exude. A probe entering through the sinus would pass 
nearly to the median line and upward about to the line of 
the hair, the bone being rough over the whole extent. 
Through the opening at the upper border of the lid a probe 
could be passed back to the apex of the orbit, showing 
roughened bone over the entire area. On raising the lid 
the eyeball was found to be proptosed and fixed at the inner 
angle, there being no movement upward or outward. The 
vision of the right eye was #% and the pupil reacted 
sluggishly to light and accommodation. There was no 
marked change in the optic disk. Her temperature was 
100.5°, and a smear of the pus showed an abundance of 
pneumococci. There were extensive scars on both sides of 
the neck where most of the cervical glands had been removed. 
Just below the jaw on each side a few glands were greatly 
swollen and apparently ready to break down. 

I had her nose examined, thinking that probably the 
trouble came from a suppuration of the frontal or ethmoidal 
sinuses. I also ordered the von Pirquet test for tuberculosis 
and the Wassermann test to see if the trouble were due to 
syphilis. Not wishing to wait until I could hear from these 
tests, I decided to operate and clean out the cavity, which 
I did on Nov. 1st. I made an incision along the supra- 
orbital ridge and upward from the bridge of the nose, laying 
the tissues back and separating the periosteum so as to 
expose the bone over the entire surface. Instead of finding 
a communication with the frontal sinus, as I expected, I 
found that the necrosis began about an inch from the median 
line and extended outward so that the superciliary ridge 
was completely destroyed at the temporal end, and a large 
portion of it came out in one sequestrum. This left the 
dura exposed over an area about the size of a twenty-five- 
cent piece. In the region of the sinus the periosteum was 
replaced by a whitish mass, similar in aspect to that ofa 
gumma, which I removed as thoroughly as possible. I 
carefully scraped the upper wall of the orbit, which was 
roughened over its whole extent, removing all the necrosed 
bone. I then sutured the flap back in place and packed 
the wound through the opening at the upper border of the 
lid as well as through the sinus so as to give good drainage. 
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The patient recovered from the operation well and had no 
return of the high temperature. The Wassermann test was 
strongly positive, and three days after the operation she 
was given an intramuscular injection of Salvarsan. This 
was followed by large doses of K. I. and inunctions of mer- 
cury. Healing took place rapidly so that at the end of six 
weeks the wound had entirely closed. The only difficulty 
was from a necrosis at the site of the injection on the but- 
tock, leaving quite a large cavity which did not heal readily. 
The eyeball became movable in all directions and sight was 
restored to nearly normal. There was a retraction at the 
upper border of the orbit and at the site of the sinus, and the 
levator of the upper lid was so bound in adhesions that 
ptosis remained. These retractions and the ptosis could 
have been corrected by operation, but the patient left the 
hospital Dec. 25th, without my consent, before it was done. 


It seems almost incredible that this condition should have 
existed so long without the cause having been determined, 
although it presented some unusual features which would 
complicate the diagnosis. The presence of so much pus and 
the great destruction of the tissues would lead one to think of 
a trouble due to a suppuration of the frontal or ethmoidal 
cells. Such cases are much more common than the syphilitic, 


and the severe cases of necrosis of the orbital bones due to 
syphilis are extremely rare. Lauber‘ reports a case in which the 
destruction occurred at the nasal side of both orbits, with 
fixation of the globes from the subsequent cicatrization. 

There was undoubtedly a mistake in diagnosis when the 
cervical glands were removed, for the patient was told that 
the trouble was tuberculosis. The extensive swelling in the 
remaining glands entirely disappeared under the antisyphilitic 
treatment. The gummatous swelling on the temple was no 
doubt taken for an abscess, explaining the two operations 
which she had before pus was found. Later, necrosis of the 
gumma and infection occurred, and the subsequent destruction 
of the bone progressed very rapidly. The destruction of the 
bone was greatest at this point, exposing the dura and pro- 
ducing the brain complications which nearly caused a fatal 
result. 


The rapid improvement following the injection of Salvarsan 





 Zeitschr. f. Augenheilk., vol. xviii., 1907. 
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and the use of the mercury and iodids was very marked. In 
some of the cases reported the swelling remained nearly a year 
after treatment was begun. I was greatly surprised that there 
was not more destruction of the bone following the operation, 
as the periosteum was separated over such a large area. The 
disfigurement was also much less than was anticipated. 

From a study of the cases reported the prominent points 
may be summarized as follows: Syphilitic periostitis may be 
present at any age, as it occurs from the hereditary as well as 
from the acquired forms; in the acquired form it may occur at 
any time after the late secondary or early tertiary changes take 
place—that is,1% years or more after the primary infection; 
the symptoms may be very similar to those of an orbital tumor, 
but pain of a neuralgic character is frequently present, which 
does not usually occur with orbital tumor. The danger of a 
mistake in diagnosis is greater in children, in whom rapidly 
grow-ng malignant tumors are more common. 

At the present time it is not necessary to depend upon the 
history given by the patient, the presence of syphilis in other 
parts of the body, or the experimental use of antisyphilitic 
treatment, before making a correct diagnosis. With the 
opportunity to use the Wassermann and Noguchi blood tests 
and the luetin reaction mistakes should not occur. 





RECURRENT RETINAL HEMORRHAGES OCCUR- 
RING IN THE YOUNG, WITH THE REPORT 
OF A CASE.* 


By Dr. A. EDWARD DAVIS, New York City. 


N reporting the following case of recurrent retinal hemor- 
rhage in a young man, aged 22 years, it is with the 
hope of contributing something toward clearing up the 

etiology of this extremely rare and little understood disease 
of adolescence. In the present case not only were there 
repeated and extensive hemorrhages, but a most pronounced 
perivasculitis, especially affecting the veins, followed in each 
eye by proliferating retinitis, vascular veils, and vitreous 
opacities, with almost total loss of vision in the right eye, 
and vision reduced to #$ in the left. 

Family History.—Father living, about 55 years old, and in 
fairly good health. Asa young man, was delicate and was 
sent to the Adirondack Mountains on two occasions for 
some months. Is of slender build, troubled with indigestion, 
and has a high arterial pressure, 170 to 200. 

Mother living, about 50 years of age, and in robust health. 
Has two sisters, one robust, but the other is of slender type 
like the father, and troubled with indigestion. 

Personal History.—X. Y. Z., aged 22 years, when a child 
had measles, scarlet fever, and diphtheria, but no serious 
complications or after-effects. Has always been troubled 
more or less with indigestion, but not seriously, and Dr. 
Burke, the family physician, tells me he was not constipated. 
The patient is slender, but well muscled, height about 5 feet 
10% inches, weight about 145 pounds. He is of very florid 
complexion, resembling his mother in this respect, rather 
nervous, and inclined to worry, though as a rule is cheerful. 
The patient objected to a college course, but as his parents 
were anxious for him to have a college degree, he had been 
at Princeton for three years. He worried a great deal over 
his studies and examinations, and the worry and anxiety 
may have been partly responsible for his nervous indigestion. 


*Read before the American Ophthalmological Society at the annual 
meeting at Atlantic City, June, 1912. 
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In the last four months the patient has lost flesh, and his 
father noticed he was not looking well. Has played golf a 
great deal and has driven an automobile considerably, and 
at high speed. There is no history of syphilis, acquired or 
inherited, and Wassermann was negative. A thorough phy- 
sical examination by Dr. Burke proved negative so far as 
any body lesion was concerned; and Dr. Janeway, who later 
saw the patient in consultation, confirmed this finding. 
Examination of the urine on November goth revealed nothing 
abnormal save indican “strongly increased.” I may say 
the patient’s urine had been examined by Dr. Burke two or 
three times a year for many years, and at no time has there 
ever been any indication of kidney lesion. The blood exam- 
ination was normal in every respect and the blood pressure 
120. 

Ocular History —Until two weeks before coming under 
my observation, November 6, 1911, the patient had never 
had any trouble with his eyes, and had always possessed 
very acute vision. At that time he noticed some red specks 
in front of the right eye, and a few days later red specks in 
front of the left eye, with slight inflammation or rather irri- 
tation of the eyeballs. He paid little attention to it, as he 
had no pain in the eyes, and the vision remained good. His 
father, who happened to be visiting him at college, noticing 
his son did not look very well, had him consult his family 
physician, Dr. Martin Burke, who fortunately understood 
thoroughly the use of the ophthalmoscope, examined him, 
discovered something radically wrong in the fundus of each 
eye, and referred him to me. 

Eye Examination.—Vision in R. E. = #4 —, increased to 
## w+ .50 D.C + .50 C. 90; vision in L. E. = #, in-. 
creased to #¢ + w + .50 D. 

Ophthalmoscopic findings were as follows: R. E.: There 
is a large subhyaloid hemorrhage extending across the lower 
part of the fundus from side to side, about one disk width 
below the disk. The lower part of this hemorrhage is deeply 
serrated, is broader at nasal extremity, and grows narrower 
as it extends towards the temporal side. There is another 
small hemorrhage (half size disk) just below and to the nasal 
side of the disk, and a third (about the same size) just above 
the disk, and several ‘‘ drops of blood’’ came forward into the 
vitreous from this last hemorrhage. All of the veins of the 
fundus were surrounded by dense, broad, white bands twice 
the width of the veins themselves, extending from the disk 
to the extreme periphery. The same white bands sur- 
rounded the arteries, but to a lesser extent. Late in the 
disease areas of white exudates and sheet-like hemorrhages 
were present. 
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Left Eye: There were two small hemorrhages, one in the 
inferior nasal quadrant, the other in the superior temporal 
quadrant, each apparently from a vein. The veins and ar- 
teries in the left eye were surrounded by broad, white bands 
just as in the right, but not quite to the same extent. The 
disk in each eye appeared a little “fuzzy.’’ Tension was 
normal in each. 

There was an irregular scotoma in the upper half of the 
right field of vision, and the patient complained of seeing 
red in the right eye when he looked above or directly ahead. 
Nov. 9, 1911, there was a very extensive hemorrhage into 
the right eye, filling the upper, outer, and central parts of 
the vitreous. Great splotches of blood could be seen in the 
vitreous, and the outlines of the fundus were obliterated 
except at the lower inner quadrant. 

The left eye showed numerous small hemorrhages along 
the veins and some areas of white exudate both in the upper 
and lower parts of the fundus, between the branches of the 
veins. The vitreous was a little hazy and outlines of the 
disk fuzzy. V.O.D. = 4% +;V.0O.S. = #. 

November 19, 1911. The hemorrhage in the R. E. had 
cleared greatly and some fresh spots of white exudate could 
be seen in both the upper and temporal and infero-temporal 
side of the fundus. There were also some fine new blood- 
vessels coming forward into the vitreous, far up and nasally, 
seen best with + 6 D. 

Dr. de Schweinitz, who saw the patient in consultation on 
this date (Nov. 19th), remarked the great likeness of this case 
to the one he had reported to the American Ophthalmologi- 
cal Society in 1907. The similarity was so marked as to be 
almost startling, he said, when he first looked into the eye. 
And the drawing he had made of the fundus of the right 
eye of his case might well be taken as a correct representation 
of the fundus of the right eye of this case on Nov. 19, 1911. 

On November 20th the patient was sent to the hospital 
and put to bed. As the temperature was normal, the tuber- 
culin test was made; .2mgm T. O. was given. A rather 
severe reaction followed. That night the temperature rose 
to 102° F. Patient vomited several times and later com- 
plained of chilliness and severe pain in the back and in the 
legs. On the second day the temperature came to normal. 
The local effect on the eyes was a marked flushing of the 
sclera in each eye, but fortunately there were no fresh hemor- 
rhages into the vitreous. Atropin and dionin were ordered 
locally and very hot saline solutions were applied to the eyes 
on pledgets of cotton for 20 minutes at a time four times a 
day, which were very soothing. Later iced applications 
were used. He was given a pilocarpin sweat twice a week 
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followed by alcohol rub. The bowels were kept open and 
the diet regulated, but not greatly restricted, as the patient’s 
temperature dropped to 97 or 97.6 (rectal) every evening. 
Hydriodic acid in one drachm doses was given three times a 
day, and a small amount of pepsin was given after each meal, 
as the patient complained of wind on the stomach and some 
indigestion. 

December 9th. The vitreous hemorrhage in the R. E. 
continued to clear, though there were more new-formed 
blood-vessels in the vitreous. L. E., the perivasculitis 
continued to increase and a few small hemorrhages occurred 
in the upper half of thefundus. The haziness of the vitreous 
increased gradually. As a therapeutic measure, .I1mgm 
T. O. was given. In three hours the temperature dropped 
to 97° F. (the temperature was taken by rectum at all 
times), and in ten hours had risen to 102.2. Patient was 
slightly nauseated and had headache. Three hours later 
temperature was 98.8 and a feeling of malaise, pain in the 
back, and loss of appetite. 

December roth, the day following the injection, there was 
an extensive hemorrhage into the vitreous of the left eye; 
the vitreous was quite hazy, but the upper part of the fundus 
could be seen, and the perivascular changes surrounding the 
retinal vessels continued to increase. In the right eye a 
small hemorrhage occurred into the vitreous just above the 
macular region. 

A word in reference to the condition of the kidneys is 
necessary here. The urine, which at first had an excess of 
indican, had, under regulation of the diet and free drink- 
ing of water, been entirely normal until Dec. 8th. No 
albumen, no sugar, no indican, no casts, and a daily amount 
of 50 to 60 ounces. On this date (Dec. 8th, one day before 
the second injection of .1mgm T. O. was given) the urinary 
examination showed ‘‘many hyaline and granular casts,” 
but there was no albumen or indican and sp. gr. was 1018. 
The patient was restricted to milk and cereal diet. 

December 11th. Urine showed trace of albumen, “great 
excess’’ of indican, and casts were very numerous, large and 
small hyaline, finely and coarsely granular, epitheliated 
and mixed (granular, red cells, epithelia, and leucocytes). 

December 18th. Albumen, a trace; indican, normal; casts, 
“innumerable, large, coarsely granular, and finely granular, 
occasional epithelial and mixed.’”’ Undoubtedly there was 
a “‘desquamatous involvement’’ of the kidneys present. 

December 26th. Urinary examination was entirely normal. 

On January 12, 1912, urinary examination was normal 
save for two or three hyaline casts, and a few hyaline casts 
were present in the urine until Feb. 14, 1912. Since then 
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none has been found, and only occasionally has there been 
an excess of indican, which latter was promptly eliminated 
by regulation and restriction of the diet. 

The blood tests, I may say, remained normal in every 
respect throughout his illness. The coagulation time was 
slightly increased. 

On December 13, 1911, Dr. Wilmer of Washington saw 
the patient in consultation, and advised extreme quiet in 
bed and the administration of calcium lactate and the appli- 
cation of leeches to the temples. One leech was applied to 
the left temple, but the patient had a horror of leeches, and 
so strenuously objected to them that no more were applied. 
Calcium lactate in 5- to 10-grain doses was given, but was” 
discontinued, as it seemed to upset the patient’s stomach, 
and adrenalin chlorid, 15-minim doses, was given three 
times a day. Later in the treatment calcium lactate was 
given again in larger doses, but was finally abandoned. 

December 16th. The last pilocarpin sweat was given. 
The temperature kept so low every evening—97—97.6° F.— 
that it was thought best to discontinue the sweats. The 
patient was kept extremely quiet, in bed, but this procedure 
seemed to have little influence on the hemorrhages, because 
on Dec. 17th the patient had an extensive hemorrhage in the 
left eye from the superior nasal vein on the edge of the disk, 
pushing “‘up the retina on the nasal side’’ +4 D. There was 
a hemorrhage also extending to the temporal side almost to 
the macula, but not quite reaching it, elevation retina + 3 D. 
Directly above the macula, about one disk width from it, 
was a fresh arterial hemorrhage, which had broken into the 
vitreous. The vision was greatly reduced, counting fingers 
at three feet with difficulty. R. E., slight arterial hemor- 
rhage above the disk. Because of the continued hemor- 
rhages, injections of human serum were advised, but this 
the parents refused to have done. 

December 23d. Dr. Janeway saw the patient in consul- 
tation and pronounced him physically sound. He advised 
more freedom for the patient, and if possible, that he be 
sent south to be in the open air with moderate exercise. 

December 24th. There was a slight redness of the whole 
lower half of the right sclera; also a slight hemorrhage in 
the lower part of the fundus. 

December 30th. Patient greatly disturbed by indigestion. 
Following a violent sneeze the patient had a fresh hemor- 
rhage into the left eye, reducing the vision in that eye still 
further, just to counting fingers. On this date I gave 
I: 10,000,000mgm “B.E.”’ (Mulford). That is, I reduced 
the 2min of the No. 1 vial 100 times, and gave 2min of 
this dilution. This dose was doubled each day. The third 
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dose-Smin = 1:250,000mgm—gave a distinct focal reaction 
in each eye; that is, the lower half of each sclera was 
distinctly flushed two hours after the injection. No general 
reaction. 

A new dilution of 2min of No.1 “B. E.”’ (Mulford) was 
now made by reducing it 10 times; and 2min of this was given 
(1:100,000), then 4, 8, 16 respectively on succeeding days 
till 1:25,000 was given. These injections caused no general 
reaction, but each day the sclera in the lower half of each 
eye would inflame two hours after the injection. To con- 
trol thjs a weak solution of cocaine was dropped into the eye, 
and a little white vaseline applied. The No.1 vial ‘“B. E.” 
mixture of Mulford was now used, beginning with 2min 
and giving the injections twice a week, increasing 2min a 
dose until 20 were given at once. Then vial No. 2 was used 
beginning with 2min and increasing two at a dose until 
20 was reached. Then vial No. 3 was used, beginning with 
2min and increased to 4min (Jan. 26, 1912), which was the 
largest dose the patient would tolerate, equalling mgm1 : 50. 
Some general reaction was obtained, and the sclera of 
the eyes became quite red after the injections. We then 
dropped back to 4min of No. 1 “B.E.,’’ and held the 
patient at that twice a week until April 1st. Although the 
patient’s general condition improved, the hemorrhages con- 
tinued in the left eye until Jan. 18, 1912, when the last 
extensive hemorrhage occurred, making four large hemor- 
rhages that had taken place in that eye. Four small hemor- 
rhages (seeping) also occurred on Feb. 4th, 7th, 11th, and 
24th. Inthe right eye only two large hemorrhages occurred, 
but the second one, Nov. 9, I911I, was so extensive that it 
did irreparable injury to the eye. Only a few small seeping 
hemorrhages followed in this eye, the last one on Feb. 11, 
1912. It is significant that no further bleeding took place 
in either eye after the patient went into the country on Long 
Island. 

On January I1, 1912, the hemorrhages not abating, 
the parents consented to have some human blood serum 
injected. Dr. John E. Welch of New York collected the 
serum and made the injections: 


Jan. 13, 1912 16¢c 


“é 


14 18¢c 
~~. oe 20¢¢ 
- 27 * 2. 


This series of injections seemed not to have much effect 
on the hemorrhages, since, on Jan. 18th, an extensive hemor- 
rhage occurred in the left eye. 
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February 2, 1912: Small hemorrhages continuing in 
the left, a second series of injections of human serum was 
begun. 


Feb. 2, 1912 20¢¢ 
sé 3 “é 18¢¢ 


4 30¢¢ 


February 4, 1912, a small hemorrhage in the left eye. 
February 9, 1912, the third and last injections of human 
serum were begun. 


Feb. 9, 1912 30cc 
_— I1cc 


Although the patient had considerable human serum 
injected it had little effect in checking the hemorrhages. 
However, Dr. Welch was of the opinion that the patient 
did not have nearly enough of the serum injected to be 
effective. No untoward symptoms followed the injection 
of the serum, and there was no indication whatever of 
“serum fever.” 

On February 22d a slight eruption occurred in the axilla 
of the left arm, but this quickly subsided. 

Again on March 20th the patient had a small boil in the 
left axilla. 

On February 24, 1912, the patient was sent to the south 
shore of Long Island where he could be in the open, where 
he remained until April 5th. No hemorrhages occurred in 
either eye while he was there and the improvement in vision 
in the left eye in the last two weeks of his stay was remark- 
able, increasing from counting fingers at 4 feet to A% +. 
The vision in the right eye, ss, remained unchanged. 
The patient gained in flesh, and cheerfulness returned with 
the cessation of hemorrhages and returning vision. 

The fundus examination at this time revealed the fol- 
lowing condition: 

R, E. There was a large, dense, white mass of connec- 
tive tissue extending from the disk outward, over and beyond 
the macula. Springing from this mass above were numerous 
vascular membranes extending forward into the vitreous. 
These membranes were evident in all portions of the eye, 
except the inferior nasal quadrant. There were numerous 
punctate opacities in the vitreous. 

L. E. There was detachment of the retina, by exudate 
underlying it, which extended from the disk nasally to the 
periphery of the fundus, seen best with + 6D. Another 
area of detached retina extended up and temporally above 
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the macula, and a third downward and temporally below 
the macula, both seen best with + 6D. Fortunately the 
macula itself seemed to hold in position, although above, 
below, and to the temporal side of the macula signs of reti- 
nitis proliferans were only too plain, vascular veils coming 
forward into the vitreous, and numerous punctate opacities 
filled the vitreous—a most unpromising outlook! 

The patient was now sent south to Washington, D. C. 
(April 7, 1912), where Dr. Wilmer kindly took him under 
his skilful care. Here but little medication was given, the 
patient spending a great deal of his time in the open air 
driving. Locally, alternating cold and hot applications 
were made for five minutes at a time twice a day; an oint- 
ment, equal parts of Ung. Hydg. and Sapo Virid, a piece 
the size of a small pea, was rubbed on the temples (alter- 
nating) once a day. One saline injection under the con- 
junctiva of R. E. was given, which caused considerable 
reaction, but seemed to improve the vision in that eye 
slightly. Two injections of tuberculin, each 1:5000mgm, 
were given, but caused no reaction of any kind. 

Dr. Morgan placed the patient on a diet while there, and 
administered small doses of Tr. Iodine, Acid Phenolis, and 
Bismuth Subnit. The patient had one severe attack of 
indigestion with vomiting while in Washington, and lost two 
or three pounds in weight. However, the patient returned 
to New York May gth in good spirits and feeling very 
happy. V.O.D. = s¢s; V.O.S. = 3%. 

The vitreous opacities had cleared to a great extent, 
especially in the left eye, and the exudate underlying and 
pushing up the retina (which obtained when he left New 
York) had almost completely ‘absorbed. Unfortunately, 
at the site of these exudates vascular membranes had sprung 
forth into the vitreous, seen best with a + 6to + 15D., 
and while the vision is now very good (#$) we still have 
the danger of the increasing retinitis proliferans. The im- 
mediate macular region is still comparatively free from 
membranes. 

The patient is now in the Adirondacks living in the open, 
and practically taking no treatment, except observing gen- 
eral hygienic rules. A quotation from a letter received 
7 (June 11th) will explain his condition and how he 
eels. 

“We have at last taken up our residence in camp and I 
am growing healthy by the minute and feel sure that by 





* Dr. Morgan examined the feces of the patient while he was in Wash- 
ington, “ with a negative result so far as any special organism was con- 
cerned as a possible cause of the recurrent retinal hemorrhages.” 
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the end of the summer I will be a new man, physically as 
well as having my eyes much improved. 

“The camp is situated on a bluff overlooking the lake and 
surrounded on all sides by tall pine trees. I live in the open 
the entire day, coming in only for meals, which I eat with 
the greatest appetite. Two helpings by all means say I. 
Stomach in fine shape and no indigestion at all. You see 
from this report that I am still able to sit up and take notice. 
My eyes are about the same as far as I can judge, but if 
anything a little clearer.” 


Remarks.—The salient features of this case may be sum- 
marized as follows : 

(1) The decided diagnostic reaction of the old tuberculin 
in very small doses on two different tests, and the equally 
positive therapeutic reaction to the new tuberculin, especially 
the flushing of the sclera following these injections, signify 
beyond question that tuberculosis was an etiologic factor. 

(2) The history of repeated attacks of indigestion before 
the present trouble, one so severe as to resemble an attack of 
appendicitis, and the numerous attacks of indigestion during 
the present illness, together with the presence of an excess of 
indican in the urine at the very outset of his hemorrhages, 
and the acute desquamatous involvement of the kidneys in 
the early part of his present trouble, make it equally certain, 
also, that auto-intoxication was a factor in the etiology. 

(3) Worry and anxiety over his studies at college may have 
played a minor réle as a cause. 

(4) Syphilis may be excluded. 

(5) This is the first time, so far as I know, that human 
serum has been injected to prevent the recurrence of hemor- 
rhages into the retina; in this instance it seemed to have little 
or no influence in checking them. But Dr. Welch thinks the 
patient did not have a sufficient quantity of the serum injected; 
so the test cannot be regarded as final. 

(6) Neither absolute rest in bed, nor moderate exercise, 
appeared to bear any relation to the frequency of recurrence 
of hemorrhages into the retina in this case. If the patient is 
being sweated, or if the bleeding is extensive, he should be 
kept in bed for a few days at a time; otherwise the course 
to pursue in handling such cases is moderate exercise in the 
open air. 
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(7) Perivasculitis was a most pronounced feature of this 
case, together with the retinitis proliferans, showing a diseased 
condition of the retinal vessels, more marked in the veins. 
This decided perivasculitis obtains most often in cases due to 
syphilis, but in the present case, we are safe in excluding 
syphilis. 

(8) The hemorrhages in the present case seemed to come 
from the retinal veins and arteries, and not from the choroidal 
veins as seen by other observers (Zieminski). 

(9) The patient’s blood pressure and blood tests were nor- 
mal throughout. 

(10) All treatment seemed of little avail in checking the 
hemorrhages, though I am inclined to give the tuberculin 
injections, the open-air treatment, and the general hygienic 
management of the case the chief credit in securing so good a 
result thus far obtained. 

In looking over the literature of the subject, one is struck, 
first, by the rarity of such cases; second, by the uncertainty as 
to the cause of the trouble; and third, by the variety of reme- 
dies and procedures recommended for the cure of the disease— 
a sure sign that there is no effective remedy. 

As to the etiology, here are a few of the causes mentioned: 
Tuberculosis (Axenfeld) ; auto-intoxication; syphilis; inequali- 
ties of the blood pressure, either too high or too low (Hutch- 
inson, Krauss) ; decreased coagulability of the blood; increased 
coagulability of the blood (Collins and Mayou); malignant 
endocarditis (Grimsdale); hemophilia (Noll); sub-oxidation 
(Ziegler); naso-pharynx and accessory-sinus disease (de 
Schweinitz); constipation (Eales); malarial fever (Kries); 
vicarious menstruation in females; establishment of the sexual 
function in the male. 

As to the various remedies and procedures mentioned for 
the cure and prevention of this disease, I append a partial list: 
Nitro-glycerine; ergot; calcium lactate; adrenalin chloride; 
gallic acid and numerous other hemostatics; iodine in its 
various forms; mercury in its various forms; dionin; thyroid 
extract (Ziegler); thyroidin; fibrolysin; sajodin; substitut- 
ing isotonic saline solution, 85%, for the diseased vitreous, 
about 5cc. Elschnig has reported one case of vitreous hemor- 
rhage treated in this way, where all other treatment had failed 
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to give relief, and the result was highly gratifying, improving 
vision from just perceiving movements of the hand to 8 
normal! 

Galvanic electricity, the negative pole over the lids and the 
positive pole to the nape of the neck, has been highly recom- 
mended. Nelson M. Black reports a case treated in this 
manner, and cites another case of intraocular hemorrhage 
treated by Coleman (Wood’s Therapeutics) with only light 
perception, unimproved by three months’ previous treatment, 
which recovered normal vision in nine months, and with no 
recurrence of hemorrhage in three and one half years. 

Ligature of the common carotid artery has been recom- 
mended and practised by Mayweg as a last resort. In 
Mayweg’s case the left eye was lost by hemorrhage into the 
vitreous, followed by detachment of the retina. In order to 
save the right eye, which also became affected, he resorted to 
the above desperate measure, and was rewarded by stopping 
the progress of the disease. 

Krauss, in a most excellent review of this subject of recur- 
rent retinal hemorrhages in the young, with the report of a 
successfully treated case, sums up the treatment of such cases 
in the following words: 

“Treatment must be more or less empirical and guarded 
by common-sense. Generally speaking, it should consist of 
absolute rest, attention to the general health of the patient, 
and the treatment of the local eye condition.” 

Retinitis proliferans, which frequently accompanies and 
follows recurrent retinal hemorrhages, is a most serious compli- 
cation and often results in detachment of the retina. A com- 
prehensive article on this subject by Dr. J. E. Weeks, with the 
report of four cases, two of which came to section, together 
with a résumé of the cases reported to that date, was published 
in the Transactions of the American Ophthalmological Society 
in 1897, pages 158to180. A brief résumé of the subject is also 
given in Weeks’s Textbook of Diseases of the Eye, page 458, in 
which he emphasizes the fact “that the formation of the mem- 
branous structures is always preceded by the presence of a 
fibrous coagulum, with or without blood corpuscles, extending 
into the vitreous and resting at some point on the retina, due 
to leakage from retinal vessels.” 
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The other serious sequelae which may follow recurrent 
retinal hemorrhages are secondary glaucoma, and softening 
of the eyeball with atrophic changes, either of which is usually 
fatal to the sight. 

So little can be done to check recurrent retinal hemorrhages 
in the young, we have reason to be profoundly thankful that 
the disease is such an extremely rare one.* 





1 July 1, 1912, detachment of the retina occurred in the left eye (the 
better eye), reducing vision from #$ to counting fingers at ten feet. 





REPORT OF SIX CASES OF DEGENERATION OF 
THE CORNEA IN THE SAME FAMILY 
(NODULAR KERATITIS).' 


By Dr. DUNBAR ROY, ATLANTA. 
(With three figures on Text-Plate IX.) 


HESE cases are reported because of their rarity, if we 
may judge from the literature on the subject and the 
number recorded by American ophthalmologists. 

At a previous meeting of this Society, Dr. Kipp pre- 
sented the history of a case which he called ‘“‘Grill-like Kera- 
titis,’’ and with the exception of the case reported by Dr. 
Veasey under the title of ‘‘Family Macular Degeneration of 
the Cornea,’’ I can find no other mention of this subject in the 
Transactions of the Society. 

Such cases can be presented only as curiosities for their 
pathology is still veiled in obscurity, and each observer has 
been allowed to hold to his own etiology. However, we are 
compelled to recognize the family type of the disease no matter 
what names are used in describing the affection, whether it be 
macular, nodular, grill-like, fenestrated, lattice, trellised, or 
even family degeneration of the cornea. 

In the literature at my command, the greatest number of 
cases reported as occurring in the same family was three, and 
these have been published by A. McNab and Fehr. 

My own cases consisted of a mother and five children, all of 
whom presented the same clinical symptoms, differing only in 
degree according to ages, being more pronounced in the mother 
and barely perceptible in the youngest child. 





*Read before the American Ophthalmological Society at the annual 
meeting at Atlantic City, June, 1912. 
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ILLUSTRATING Dr. DUNBAR Roy’s ARTICLE ON “ REPORT OF SIx CASES 
OF DEGENERATION OF THE CORNEA IN THE SAME FAMILY 
(NopuLAR KERATITIS).” 


Mr. Guy H.—Age 27. 
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CasE1. Mrs. F. R. H., white, age 48, consulted me 
Sept. 18, 1907, on account of some dimness of vision and 
a desire to obtain glasses for its correction, and for the better 
use of her eyes for sewing and reading. 

Family and Personal History —Her husband disappeared 
several years ago. At that time he was enjoying the best 
of health. His eyes apparently were in good condition. 
Mrs. H. has always been healthy, never having had any 
inflammatory disease of her eyes. 

Is the mother of five children, all of whom are living, and 
in good health. 

Present History—Has had weak eyes all her life, and the 
vision grows dimmer with increasing years. She has no 
pain in the eyes, but is unable to do close work, although she 
has had numerous glasses prescribed without benefit. 

Examination.—Right Eye. No signs of inflammation or 
congestion. R. V. #$; L. V.#$. Retinoscopy shows hy- 
peropia of plus 3 D.in both eyes. However no correction 
improves the vision. Fundus was seen to be normal, but 
deposits were found in the cornea. With a corneal loupe 
these were examined under a strong light. 

At the centre of the cornea and gradually fading toward 
the periphery could be seen numerous small opaque dots of 
various sizes and shape. Some were round, others square 
and rectangular. At the centre of the cornea, they were 
very close together and towards the periphery the clear 
cornea was more in evidence. The appearance was more as 
if the surface had been coated with small particles of meal 
bran. They seemed to project slightly above the surface, 
their periphery was bordered by a whiter line of demar- 
cation. The color was of a dirty gray. After cocainizing 
the cornea, one could lift the edges of these spots with a very 
fine spatula, but it was with great difficulty that the whole 
opaque particle could be removed, and even then the surface 
left was indented and opaque. It was more like a mycotic 
condition. This manipulation even under cocain was some- 
what painful. One or two of the scrapings were given to 
the pathologist, who reported the finding of no micro-organ- 
isms either under the microscope or by cultures. The speci- 
men showed more of a hyaline degeneration, which agrees 
with Groenouw’s observations. In this patient there was 
absolutely no family history of tuberculosis, nor was there 
the slightest indication of the same in the patient herself. 
All of her children give the best indications of good health. 

Treatment.—Every known local and systemic remedy 
was tried which experience taught offered the slightest 
prospects of benefit, such as atropin, dionin, yellow salve, 
calomel powder, cautery, etc. 
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Finally we undertook to remove the spots by curettement. 
This was done at intervals of a week or ten days, scraping 
away not more than three at a sitting, because of the pain, 
even under deep local anesthesia. There was always quite 
a little reaction which had to be combated by atropin, 
hot fomentations, and exclusion of light. Only the super- 
ficial parts of the opacities could be removed as the deeper 
portions seemed to be in the superficial layers of the cornea 
proper. This treatment was continued for several months, 
and then abandoned, as it appeared to me that no permanent 
results were being obtained. A year later the patient 
claimed that her eyes had been more comfortable than 
ever before, although there was no material change in her 
vision. 

May 23, 1909. Both cornez appeared practically the 
same as when last seen. 

R. E. V. 4%; L. E. V.#%. Improved by no glass. 

March 23, 1912, R. E. V. 44; L. E. V. 28. 

CasE 2.—Roy H., age 29. Lives in Mississippi. Mother 
says he has very weak eyes and that his vision is quite 
defective. She is sure he has the same spots on his eyes as 
her own. He was unable to be seen, and therefore no 
examination made. 

CasE 3.—G. E. H., age 27. Patient has always suffered 
with weak eyes. When about I0 years of age they were op- 
erated upon for internal strabismus. At present he has ex- 
ternal strabismus, the left being constantly deviated. Is 
hyperopic, and wears glasses of plus 1.50 dioptries. 

Examination.—Both corneze show much the same appear- 
ance as that of his mother, with the exception that the 
corneal spots are very few, and just at the centre. They 
are of the same appearance in every particular. 

They have not changed during the last two years. Patient 
is strong and robust-looking, and has never been sick. 

CasE 4.—Mrs. S. M.G. Married daughter, age 25, lives 
in Washington, D.C. First seen in 1905. Examination 
made for weak eyes. 

R. V. #8; L. V. #§. Hyperopia of plus 3 D. She 
accepted and was given plus1 D. both eyes, which could 
only give a vision of $$ in each. 

Examination of Cornea.——The centre of each cornea ex- 
tending out to the periphery shows numerous lattice-like 
spots, identical in form, size, and contour with those in her 
mother’s eyes. They were more numerous than those in the 
older brother. Patient has never been sick, and is a good 
type of a healthy-looking woman. 

Patient was seen this year, 1912, and her vision was just 
the same, while the corneal spots remained unchanged. 
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In none of these cases was there ever a history of any acute 
inflammatory symptoms. 

CAasE 5.—Earle H., age 23, has never complained of his 
eyes. Lives in Indiana, but was home ona visit. Came to 
office for examination by request. 

R. V. #$; L. V. 2%. Has hyperopia of plus 1.50 both 
eyes. Examination shows left cornea clear, but on the 
right there are two spots at centre, of the same character as 
those previously described. 

CasE 6.—Miss Wilhelmina H., age 20, the youngest 
child. Has never complained of her eyes; came to my office 
by request and an examination was made. R. V. #; 

V. #4. 

Retinoscopy shows plus 1.50 hyperopia, but vision is 
improved by no glass. Examination shows numerous 
opacities at the centre of both cornez, but no irritation. 
Patient herself is strong and healthy. 

It is a noteworthy fact that the females showed a very 
much more marked involvement of the cornea than did 
the males, and also that the same error of refraction was 
common to all. 


, 


In studying the literature bearing on this class of cases, we 
are struck with the diversity of nomenclature. To my own 
mind it is evident that the pathology has much in common, and 
the cases differ only clinically. In reviewing the histories of 
such cases, I believe that they all could be placed under the 
category of what has been designated by Fehr and Fleischer 
as ‘‘Family Degeneration of the Cornea.”’ 

The historical data in reference to this class of cases have 
been published by various writers, and are no doubt familiar 
to members of this Society. 

Dr. John Green, Jr., before the Ophthalmological Section of 
the American Medical Association in 1909, has reported a 
case and reviewed very thoroughly the history of the disease. 
His case presents some features quite distinct, and differs 
slightly from those here recorded. In discussing the literature, 
as to the number of recorded cases, he states that ‘‘up to the 
present (1910) the literature contains only 22 authentic cases.” 
Fleischer in 1905 published a very extensive article on this 
subject, in which he made the statement that up to that time 
59 cases had been reported. This has no doubt been added 
to very materially since that article was written, but even 
now the number remains quite insignificant, when compared 
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with the large number of other eye diseases which are yearly 
tabulated. 

While various writers have given different names to this 
peculiar affection, and while the clinical picture differs in some 
minor details, there is so much in common that we are justified 
in considering it as different types of the same disease. The 
only exception to this statement is in regard to those cases 
where the corneal lesion begins, or at least is accompanied, by 
some inflammatory symptoms of congestion. Ido not believe 
that such cases are of the same pathologic type, because one of 
the cardinal symptoms of this affection is the lack of acute 
inflammatory signs. It is of a distinctly chronic character, 
and but for the fact that a dimness of vision is noted, the 
patient rarely suffers any inconvenience. Cases reported as 
nodular which are accompanied by inflammatory symptoms 
are rather to be classed as interstitial or neuropathic. 

Fuchs’s description of this corneal lesion is by far the clearest 
and most comprehensive yet written, corresponding entirely 
with every clinical feature of my own reported cases. The 
etiology and even the pathology of this affection is veiled in 
much obscurity. That such is a family trait, is evident from 
the records of reported cases, and this seems to be the only 
universal characteristic. 

Fleischer has called attention to climate as a possible causal 
factor in these cases and cites the fact that the large majority 
of those observed by him came from a certain portion of the 
Alpine country, and also the fact that many of the other cases 
reported were by men who practised in mountainous districts. 
It is indeed remarkable that Fleischer and Spitta should 
have been able to meet with 34 cases of this disease in the 
clinic of Tabingen, unless location and the peculiar environ- 
ments of the people of that district did not produce some 
decidedly causal influence. 

Some have thought that the question of consanguinity 
played an important réle, just as other degenerative changes in 
the body are attributed to this cause. The history of the cases, 
however, does not stamp this as an important factor, but, as 
Fleischer states, rather the fact is more important of inter- 
marriage among families suffering with these degenerative 
types, and in a locality where the character of the inhabitants 
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never changes, and which is rarely visited by strangers from 
the outside. 

The question of this affection being dependent upon tuber- 
culosis has its chief advocate in the writings of Wehrli. Dr. 
Green, Jr., considered his case to be one of a tuberculous 
nature, and in the discussion which followed, both Shumway 
and Zentmayer from their personal experience were in accord 
with this opinion. 

Every tuberculous test was made in my cases with absolutely 
negative results, both as to diagnosis and treatment. 

I must admit that there are opacities of the cornea of a 
tuberculous character which resemble very much some of those 
designated as nodular keratitis, but the history of such show 
that most of them in their incipiency were accompanied 
by decided acute inflammatory signs and marked corneal 
irritation. 

The absence of all inflammatory signs must certainly be 
looked upon as one of the cardinal symptoms of this disease, 
and I believe that cases reported where this symptom is 
present must be regarded as a different type of this affection. 

I agree fully with Fleischer in his argument against Wehrli 
as to its non-tuberculous nature and the fact of its being more 
of a hyaline degeneration than any other pathologic process. 
To translate Fleischer’s language: ‘‘So long as the anatomi- 
cal findings differ from the ordinary structure of the tuber- 
cle, as the pictures of Wehrli show, I cannot accept them as 
tuberculous when so many clinical findings speak against it.’’ 





ON THE VARIOUS CAUSES OF MONOCULAR 
DIPLOPIA 


By Dr. ERNST WOELFFLIN, Privat-pozEnt, BASEL. 
Translated by Dr. ALFRED Braun, New York. 


HE fact that it is possible to see double with one eye 

has been known fora longtime. If one looks through 

the ophthalmologic literature of the last 70 years, one can find 

over a hundred cases, reported by various authors, with con- 

siderable variation in the amount of detail. As these are 

almost all reports of single cases, it is worth while collecting 

the cases which are described in detail, and divide them into 
groups, according to their etiology. 

One of the first to observe this phenomenon, was Scheiner, 
who is best known by the test which is named after him. He 
recognized that form of monocular diplopia which depends 
upon the fact that a point of light, when viewed through a 
cardboard with two perforations, is seen double, when the eye 
is not accommodated for that distance. It is easy to under- 
stand, how, under pathologic conditions, a similar physical 
condition may occur in the eye, as in iridodialysis, in which 
there are always two pupillary openings, which are sometimes 
both in the zone of the interpalpebral fissure, and which may 
give rise to monocular diplopia. In chronic inflammatory 
conditions of the iris, there often occurs partial atrophy of the 
iris tissue, which may give rise to polycoria. Belonging to this 
group, is the case of Hirschberg and Dufour. This case is 
interesting on account of the fact that it showed a monocular 
triplopia. 

The case was a man of twenty, who, at the age of twelve, was 
struck in the left eye. This was followed by the sudden onset 
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of amonocular triplopia. The condition remained unchanged. 
On account of examination for the army, the patient’s atten- 
tion was drawn especially to his eye condition. There was 
found, at that time, a megalocornea with dislocation of the 
lens upward and inward, and traumatic iridodialysis. In the 
coloboma of the iris, the central portion contained a part of 
the lens, but the peripheral portion was aphakic. This 
accounts for the three images. Two were myopic, and one 
(the aphakic one) hyperopic. By means of correction with 
a concave glass, both the myopic retinal images were fused 
into one, thus resulting in a monocular diplopia. 

Much more common are those cases which are due to an 
irregular curvature of the lens or cornea. Donders already 
drew attention to the fact that the astigmatism due to an 
oblique position of the lens may give rise to monocular diplo- 
pia. Refractive anomalies of the lens are much more common 
causes of monocular diplopia than anomalies of the cornea. 
This is due to the fact that the lens has normally a small 
amount of irregular astigmatism, which increases with age. 
Furthermore, it must be borne in mind that, although corneal 
ulcers are very common, they occur most frequently in the 
peripheral portions of the cornea, and consequently seldom 
cause a high degree of irregular astigmatism in the pupillary 
portion of the cornea. Palladini reports a case of monocular 
diplopia following injury of the cornea by means of a wisp 
_ of grain. Chisholm reports a case after perforation of the 
cornea by a splinter of steel. Undoubtedly, many more such 
cases would have been observed, if this phenomenon were 
more systematically searched for. Especially if the diplopia 
occurs only at a certain distance from the eye, it can easily be 
overlooked during a superficial examination. 

A rare form of diplopia due to corneal changes is that 
mentioned by Bull, z.e., the formation of a corneal fold, as the 
result of compression of the lids. 

It is astonishing in how few cases we find data concerning 
the distance between the two images, their light-intensity, 
their position in space, etc. In most cases, we find only the 
statement of the occurrence of a monocular diplopia, with a 
history of the case. The cases reported by Hummelsheim at 
the Heidelberg Ophthalm. Congress, in 1901, I would like to 
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review carefully, as they were reported in considerable detail. 
They were cases of astigmatism, in one of whom, a 14-year-old 
boy, single vision could be attained for a few moments, with 
some effort. The two images approached each other, and 
finally fused into one. At the same time, there was marked 
contraction of the pupil. In order to determine whether the 
diplopia was caused by the cornea or the lens, Hummelsheim 
used the orthoscope, t.e., an eye-cup, with a flat anterior wall, 
filled with physiological salt solution, and fastened in front 
of the eye. In this way, the corneal refraction is entirely 
eliminated. The flame of a candle, observed in this way, by 
the patient, was seen singly. From this fact, Hummelsheim 
concludes that the cause of the diplopia was in the cornea. 

In some of the cases of monocular diplopia, the cause lies 
undoubtedly in both the cornea and the lens. I am of the 
same opinion as Dimmer, who explains the occurrence of 
monocular diplopia due to astigmatism, by assuming that, as 
the result of an irregular lenticular astigmatism, a point of 
light is seen as an irregular star, which is divided into two 
points of light, by the addition of a regular corneal astigmatism. 

In the case reported by Anderson and Gunn, there was 
monocular diplopia in a syphilitic, in whom there was paralysis 
of the right external rectus muscle, and a unilateral pupillary 
dilatation. Upon the administration of K. I., the diplopia 
disappeared after atime. This case, as well as several others, 
reported by other English authors, which are reviewed in 
a short report, in which nothing is said about size of the 
pupil, corneal astigmatism, refraction, etc., is to be explained 
by the fact that, as a result of the mydriasis, more markedly 
astigmatic portions of the cornea or lens are included in the 
pupillary area. 

Those cases demand some consideration which are caused 
by traumatic changes in the lens. In subluxation of the lens, 
a high grade of regular and irregular astigmatism is produced, 
which is very favorable for the occurrence of diplopia. If the 
lens is forced out of a portion of the pupillary area, the differ- 
ence in refraction between the lenticular and aphakic portions 
of the pupillary area is so great that a monocular diplopia, 
with marked separation of the images, results. 

It has been emphasized by several (J. Knapp, Pollock, etc.) 
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that the occurrence of monocular diplopia or polyopia is an 
early symptom of incipient cataract. This is undoubtedly due 
to the changes which occur in the cortex and nucleus of the 
lens, which increase the irregular astigmatism, which is already 
present, physiologically. 

A case occurring in Dufour’s clinic was reported by Korzon 
in which a paralysis of accommodation following diphtheria 
caused a typical monocular diplopia, which was only observ- 
able at a certain distance from the eye (about 28cm). Upon 
holding a stenopzic slit in front of different portions of the 
pupil, it was found that the diplopia was present only in the 
centre of the pupil. According to the Helmholtz theory, we 
would expect just the opposite. It seems that in this case 
the centre of the lens showed an irregular refractive condition, 
while the peripheral portions were normal. 

Cases of keratoconus or lenticonus anterior or posterior are 
favorable cases for the occurrence of monocular diplopia or 
polyopia. Mauthner, however, examined for this symptom 
in three cases of keratoconus, without finding it. 

Another group embraces those cases caused by asthenopia. 
A large number of observations have established the fact that 
as the result of the prolonged near use of one eye there occurs 
a monocular diplopia in the other eye. This was seen espe- 
cially in prolonged use of the microscope. Such a case was 
reported by Landerer. 

Crispo also noticed diplopia, after using the microscope, in 
the eye which was not used. The diplopia persisted for some 
time, and was accompanied by some dimness of vision. Levy 
observed the same phenomenon. After resting for several 
hours, the disturbance, which the author attributed to changes 
in the lens, disappeared. Stellwag y Carion made the same 
observation upon his own eye. It is peculiar that in all of 
these cases, to which others may be added (Decondé, Klitsch), 
the phenomenon occurred in the eye which was not used for 
the near work. 

The explanation seems to me to lie in partial cilary muscle 
contractions. Microscopy demands very accurate accommo- 
dation and perfect visual acuity. The latter can be attained 
in the presence of a corneal astigmatism only by compensa- 
tory partial contractions of the ciliary muscle. Naturally, 
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the innervation is transferred to the ciliary muscle of the oppo- 
site eye, in like manner. If the astigmatism of this cornea is 
different from that of the first eye, the partial ciliary contrac- 
tion will result in an artificial lenticular astigmatism, which is 
the cause of the monocular diplopia. 

Another group of monocular diplopia is mentioned in the 
literature as due to cerebral changes following trauma (Dewet, 
Dujardin, Juler, Nettleship, Ord, Niematschek). It is impos- 
sible to pass a critical judgment upon these cases, as the reports 
are very meagre. 

Finally we may mention hysteria as a cause of monocular 
diplopia. In most of the cases, there is a history of trauma 
so that the cases cannot be considered as pure cases of hysteria, 
but find their explanation in other primary causes (Adams, 
Thompson, Panas). As far as the cases of pure hysteria are 
concerned, to which, for instance, belongs the case of Lagrange, 
I think that the hysteria is only a secondary cause, the primary 
cause being, for example, improper accommodation. My 
opinion is that hysteria is a predisposing factor in the occur- 
rence of monocular diplopia, as the result of increased sensi- 
tiveness to sensory impressions. But the basic condition is 
the presence of physical changes in the eye. The relief of the 
symptoms by suggestive treatment helps to make the diag- 
nosis of hysterical diplopia. I agree with Hummelsheim, 
when he assumes that the diagnosis of hysterical or nervous 
diplopia is too often made, when a more careful examination 
would disclose some physical underlying cause. 

A unique case is the one reported by Lawson, in whom the 
diplopia came on after a subcutaneous injection of morphine, 
and disappeared after 8 hours. At the same time, there was 
a diminution of vision for distance and near, and a contraction 
of the pupil. As morphine is a weak miotic, we should class 
this in the group of lenticular diplopias. 

In 1904, Snellen, Jr., directed attention to a new form of 
monocular diplopia. He noticed upon himself a distinct 
monocular diplopia, in which the images were 8’ apart. Upon 
looking at a test-type card, 6m away, he saw beside the lowest 
line, another upright line, which, although not as clear as the 
real line, was still distinct enough so that a visual acuity of $ 
could be attained. In order to see the second image clearly, 
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0.5 D. more accommodation had to be used than in bringing 
out the real image clearly. 

Snellen at first explained this phenomenon by assuming 
that the light-rays, which pass back from the anterior surface 
of the lens, are reflected back from the anterior surface of the 
cornea into the interior of the eye, as from a hollow mirror. 
Schoute, however, proved that such rays do not come to a 
focus behind the retina, but in the lens, consequently Snellen’s 
explanation could not hold. Then Snellen tried to explain it 
by assuming a double reflection in the cornea. The entrant 
rays were reflected from the posterior surface of the cornea 
back to the anterior surface, and from here back into the eye. 
The common .explanation of the diplopia due to irregular 
refraction in the lens, or cornea, he excludes, absolutely, in his 
cases. 

In the same year, Roschat reported a similar observation to 
that of Snellen, Jr., in the case of his own normal, emmetropic 
eye. On looking at the lowest row of the Snellen test-type, 
with one eye, he saw a second somewhat fainter row, a little 
to the right and above the real row, the same size, and upright. 
The two rows overlap, slightly. With + 0.5 D., the second 
image is decidedly clearer. 

He believes the diplopia to have been due to a faulty centra- 
tion of the refracting surfaces, and as a result of the spherical 
aberration—a view that was already upheld by Steifensand, 
in 1835. When he dilates his pupil, he can make the one or 
the other picture disappear by placing a black screen in front 
of the lower or the upper half of the pupil. 

This fact seems to him to oppose Snellen’s theory of rays 
thrown back from the cornea, as in that case, upon covering 
half of the pupil, half of each image would have to disappear. 
Whether Snellen’s theory is correct could be best demon- 
strated with the orthoscope. 

At all events, the two above-mentioned cases of Snellen and 
Roschat represent a new type of monocular diplopia. It 
would be of value to make further examinations of normal 
eyes, to find out how frequent this anomaly is. 

In contrast to the cases heretofore described, which have 
in common the fact that they are due to physical changes in 
the eye, there is a group of cases of monocular diplopia, which 
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has nothing to do with the anomalies of refraction or accom- 
modation. These depend upon the fact that, as a result of the 
existence of a so-called double fovea, a ray of light entering the 
eye is seen double. The development of such a pseudo-fovea 
is not uncommon in squinting eyes. If both eyes functionate, 
and a pseudo-fovea has formed in one eye, there is binocular 
single vision. , 

If, now, the normally fixing eye loses its vision, or becomes 
enucleated, the squinting eye becomes the fixing eye. In such 
a case, there is established a struggle between the pseudo-fovea 
and the normal fovea. Two images are seen at the same time, 
the image seen by one or the other fovea being clearest 
(Koster Gzn, Classen, Javal). Especially interesting is the 
case reported by Bielschowsky in Graefe’s Archives, in which 
the monocular diplopia finally disappeared, when the normal 
fovea finally excluded the pseudo-fovea from function. _ 

To sum up, we have the following groups of monocular 
diplopia: 

1. Cases without physical basis, which are explained by 
the formation of a pseudo-fovea. 

2. Cases with a physical basis. Of these we have the 
following varieties: 

(a) Diplopia which may be explained by Scheiner’s test; 
é.g., in cases of traumatic iridodialysis. 

(6) Cases which are due to irregular or regular astigmatism 
of the cornea or lens. These are the most common. 

(c) Cases caused by asthenopia. These are probably due 
to accommodative changes. The diplopia lasts only a few 
hours in these cases. 

(d) Cases due to hysteria, which can be cured by suggestive 
treatment. 

(e) Cases due to cerebral trauma. The diplopia usually 
disappears after a few weeks or months. 

(f) Diplopia which occurs in normal eyes, as the result of 
double reflection of the rays in the cornea, or as the result of 
decentration of the refracting media. 
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HEMERALOPIA. 


By Proressor C. HESS. 
(With one diagram in the text.) 


Abridged Translation from the Archiv f. Augenheilkunde, 1911, No. 2, by 
Dr. Mattatas LANCKTON FOosTER. 


I 


WISH to briefly report my experience with twelve new 
hemeralopes since my last publication on this subject. 

In order to make a counter-test of my findings as easy as pos- 
sible I have sketched those of my methods which may be used 


easily in the clinic on unpractised hemeralopes. I take into 
account primarily these three points: (1) The behavior of the 
hemeralope to very high light strengths; (2) The action of 
homogeneous red light upon the eye; (3) The foveal vision. 

1. I find a distinct, sometimes marked, diminution of sensi- 
bility to the high light strengths in almost all the hemeralopes 
I have examined. It is not rarely so marked that the patient 
speaks of it himself. A congenitally hemeralopic physician 
said that he had long been struck by the fact that he could look 
at the sun much better than the normal person; another person 
with acquired hemeralopia said that since he began to have 
his hemeralopic trouble he had been disturbed much less than 
formerly by strong lights, and that the sun did not seem as 
bright as formerly; two patients with acute hemeralopia, in 
the spring, who had normal vision, noticed that the impression 
of a bright, sunny day was that of a cloudy day. 

Attention will be directed more than it has been in scientific 
examinations to these symptoms, which are absent only in 
insignificant degrees of hemeralopia. The patient will notice 
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them soonest when the attack is acute and then passes off, as 
is not rarely the case; he can then compare his sensations of 
brightness in health and disease, which is impossible to the 
congenital hemeralope. According to my findings it is no 
longer admissible ‘to conclude from the fact that the hemera- 
lope has normal vision in ordinary light, that the eye adapted 
to daylight is quite normally sensitive to light. 

2. Ihave conducted the examination as to the visibility of 
red light with decreasing light strengths both with the spec- 
trum and with colored glasses. In the first case the patient 
looked at a spectrum of sufficient breadth and light strength 
thrown on a dull white plate, and the light strength was grad- 
ually reduced by making the aperture smaller. The spectral 
red became invisible for all hemeralopes as the light strength 
decreased while it was still visible to the normal eye. The 
examination with red glasses gave corresponding results. 





© 





A 


3. The inadequacy of the usual tests for foveal vision I 
need not emphasize again. I have therefore devised a method 
by which it is easy to examine the foveal vision in the inex- 
perienced without a fixation point. It consists of numerous 
bright disks arranged on a dark background so that one or 
several are pictured on the foveal region when the patient, 
without fixing a certain point, looks at the surface covered 
by the disks. Thus it is easy to compare the appearance of 
the disks delineated on the fovea with that of those that are 
extrafoveal. 

I have extended this procedure in my recent researches so as 
to measure the reduction of the sensitiveness to colored lights. 
Within a quadratic tube, T, 3m long by 15cm broad, the inner 
walls of which are dull black, is a five- candle power ground- 
glass electric globe L that is movable along a measure. This 
irradiates a dull white surface F, coated with magnesium oxide, 
which is placed at one end of the tube at an angle of 45° to its 
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axis. At the place A on the opposite wall of the tube a quad- 
ratic section, 14cm long, is covered with a dull black card- 
board with circular apertures 8mm in diameter and 20mm 
apart arranged in vertical and horizontal rows. The obser- 
vations were made in a dark room with dull black walls. The 
patient was placed 50cm from the surface and directed to look 
toward the apertures, which look like bright disks on a dark 
background, but not to look at any particular disk. The 
lamp is then shoved back slowly until the disks are invisible to 
the hemeralope, then the limit of their visibility for the normal 
eye is determined. In the different series of these observations 
colored glasses were placed before the eye being examined, 
which appeared red or blue to the light-adapted eyein daylight. 

I used as a red glass Schott’s red filter F 4512. Schott’s 
blue filter F 3875 served as a blue glass. 

The distance of the lamp was measured from the middle of 
the oblique surface, and the light strength may be said with 
sufficient accuracy for our purpose to be inversely proportional 
to the square of the distance of the lamp. When the lamp has 
to be brought close to the surface, disturbance may be caused 
by the fact that the latter is not everywhere illuminated 
evenly; then I replace the five-candle power by a fifty-candle 
power lamp, which may be placed far enough away to prevent 
this disturbance, but this was necessary only exceptionally. 

I have examined twelve hemeralopes in this way, some with 
congenital, others with spring hemeralopia, or that accom- 
panying icterus, and two with night blindness due to retinitis 
pigmentosa. | 

As an example these are the measurements in a physician 
21 years old who had congenital hemeralopia. The disks seen 
through the red filter were invisible when I removed the lamp 
to a distance of about 1m. For myself, under the same con- 
ditions of adaptation, the limit was from 250 to 280cm. The 
disks seen through the blue filter disappeared when the lamp 
was at a distance of 63cm. For me the limit was 230cm. 

This patient then required for the perception of red six or 
eight times, and for blue eight hundred times, the strength of 
light that was necessary for me. In the slightest degrees of 
hemeralopia that I investigated red required twoor three times, 
and blue one to two hundred times, the light strength necessary 
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to the normal eye. The highest degree of hemeralopia was 
shown by two hepatic cases. For one red was just visible 
when the light strength was between eighty and a hundred 
times as great as was necessary for me, and blue required for 
bare perception fourteen to eighteen thousand times the light 
strength for normal. 

This patient had a normal fundus and normal vision in 
ordinary light, in spite of the great diminution of sensibility to 
high light strength; blue also became for him a colorless gray 
as the light strength was diminished, before it became quite 
invisible. 

No claim of extreme accuracy is made for these measure- 
ments; the difficulties of an exact determination of the limits 
of visibility of objects is well known. Yet it is of value to 
express in figures the disturbances of the color perception in 
hemeralopes. 

It is remarkable that all of the cases I examined, which 
belonged to the most various forms of hemeralopia, exhibited 


an astonishing uniformity in all the points taken into con- 
sideration. 


II 


The systematic examination of twenty-two hemeralopes 
has shown that the demonstrable symptom complex of 
hemeralopia differs essentially from what has been ordinarily 
accepted. The following points are important: 

1. According to the universal statements of almost all 
previous observers, the vision of hemeralopes shows no marked 
anomalies with the high light strengths; according to Schirmer, 
the hemeralope may frequently be photophobic. In contra- 
diction to this I could demonstrate in almost all my hemera- 
lopes distinct, sometimes marked lack of sensibility to very 
high light strengths. 

2. According to Parinaud (1884), the adaptive increase of 
sensibility for red lights should be 0, because they act exclu- 
sively upon the cones. In agreement with this, v. Kries found 
no lack of sensibility for red light in a patient examined by 
him, who was a congenital hemeralope. 

All of the patients examined by me showed a marked lack of 
sensitiveness for red. 
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3. Parinaud stated (1881) that the fovea is normal in 
hemeralopia. Correspondingly v. Kries (1896) mentioned 
that in the congenital case examined by him the impairment 
was absent in a small central area. 

In none of my cases was the rodless area even approximately 
normal, but without exception it was diseased in the same way 
as the extrafoveal retina. 

In connection with this the following is of interest : An icteric 
hemeralope, who had normal vision, stated of his own accord 
that since his sickness he had not been able to see a star in the 
sky at night. Another patient, who had spring hemeralopia, 
said that during his sickness he could see only the brightest 
stars; the hemeralopic physician said he could see only Venus 
and Jupiter, but not the other stars, even with a telescope. 

v. Kries (1911) has recently discussed this subject in accord- 
ance with Parinaud’s views. He brings forward no new 
observations, and his theoretical considerations contradict 
the older views concerning the vision of hemeralopes which 
I formerly declared not proven. 

In 1881 Parinaud explained hemeralopia as a disturbance in 
the visual purple and said among other things: “‘It may be 
conceived that the visual disturbance in hemeralopia is due to 
a modification of this substance (visual purple) that it is not 
formed in sufficient quantity or is changed in quality.”” v. 
Kries discusses to-day the possibilities we should bear in mind 
“‘when we seek the cause of the disturbance in the conditions of 
adaptation and of the visual purple,’’ and writes, “and so patho- 
logically comes into question not simply a diminution of the 
same (the visual purple), but it must be taken into account 
how the formation of the visual purple depends on various 
conditions which interfere with its formation.” 

I maintain that from the material we have we do not know 
“whether an imperfect formation of visual purple plays a part 
in hemeralopia.”” v. Kries now acknowledges that other 
possibilities than those formerly mentioned by him must 
be taken into account. 

v. Kries says now that it would be extremely strange if a 
stronger parallelism could be drawn between hemeralopia 
and any anomalies of the cones, to which I reply that the 
attempt has never been made to examine a hemeralope for such 
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strong parallelism and the question as to its existence cannot 
be answered. In all my patients blue lights became colorless 
as the light was decreased before they disappeared. The same 
is true normally and this colorless perception of light is sup- 
posed to be transmitted through the rods. If a higher light 
strength is necessary for a corresponding stimulation of the 
rods in hemeralopes, my measurements show that the percep- 
tion of blue by the cones is similarly impaired. My cases 
showed without exception a distinct parallelism in that the 
disturbance referable to the cones was the more marked the 
greater was that to be ascribed to the rods. The lack of 
sensitiveness to red was generally the more marked the 
higher the degree of hemeralopia. 

In his first paper on hemeralopia v. Kries wrote that the 
congenital, unchanging forms presented ‘‘an uncomplicated 
impairment of the function of the rods.’”’ Now he takes the 
position that sometimes one, sometimes the other, may be 
affected, and in some cases may be confined exclusively to one. 
Although he adheres closely to the conclusions of Parinaud yet 
he now says that an absolute independence of the two different 
constituents of the visual organ is not to be expected patho- 
logically. He approaches in a principal point the views to 
which I was formerly led by the systematic examination of ten 
hemeralopes, that the same kind of disturbances are found in 
the rods as have been supposed to exist in the cones alone. I 
did not find an isolated disease of the latter in any case. 

v. Kries writes further: ‘‘There certainly are cases of hemera- 
lopia, though they may form only a small fraction of the entire 
number, in which the vision by daylight shows no marked 
impairment of the function of the cones.” 

The methods formerly used for the examination of hemera- 
lopia gave no satisfactory answer to the question whether such 
forms with no marked impairment of the function of the 
cones exists. Among the twenty-two that I examined system- 
atically in regard to this point, not one had even approximately 
normal cones, and it is hardly likely that they were all atypical 
cases. 

The interesting questions as to the nature of hemeralopia 
can be solved much better by systematic examinations to 
determine how such patients really do see than by theoretical 
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speculations how they could see. As hemeralopia is a not 
altogether rare disease, and as the methods I have devised can 
be used without difficulty, even with little practice, it is very 
easy to substantiate the principal errors v. Kries has made. 








REPORT OF THE PROCEEDINGS OF THE SECTION 
ON OPHTHALMOLOGY OF THE NEW YORK 
ACADEMY OF MEDICINE. 


By Dr. MARTIN COHEN, SEcrETARY. 
MEETING HELD APRIL 15, 1912. DR. JOHN SHANNON IN THE CHAIR. 


Dr. H. H. Tyson presented two cases of retinitis punctata 
albescens. 

CasE 1.—Mr. J. S., age 36, complains of defective vision, 
especially at night. Vision R. 4% + 3 D.2$,L.3$ + 1D. 
#2. Contracted color fields, relative central scotoma for 
red and green in the right eye. Had chancre 6 years ago 
and was treated for 6 weeks. Father and brother have poor 
vision. Fundus oculi showed disks pale gray, arteries contrac- 
ted, veins normal. Numerous small, white punctate dots scat- 
tered throughout fundi situated in retina beneath vessels, with 
some clumps of retinal pigment in periphery. These cases 
are supposed to be congenital or to commence in early child- 
hood, and the etiology is unknown. Dr. Tyson does not know 
what influence, if any, syphilis has as a causative factor, and 
considers the case worth investigating. 

CasE 2.—Mrs. C. B., age 35, was presented by the courtesy 
of Dr. Grout who first examined the patient. History nega- 
tive. Vision #$+1.25D. Fields normal. Color fields 
slightly contracted for red and green, especially in right eye; 
hemeralopia. Fundus oculi showed typical, numerous small 
white dots scattered throughout entire fundi, approaching 
close to disk and macula, which is contrary to the rule; con- 
fluent in periphery. Optic disks and vessels normal. No 
disturbance of retinal pigment. Hemeralopia is supposed to 
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occur in about. two-thirds of the cases; in this one it was 
absent, although ophthalmologically it was a typical case. 

Dr. GEORGE YOUNG reported the result of trephining in a 
case of chronic glaucoma. 

Mrs. V. M., age 46, complained of lost vision in the right 
eye for the past 3 years, with pains in the scalp, temple, and 
brow. 

Examination: Divergence. NoP.L. Noinjection. Pupil 
rigid. Tension 60. Myotics of various strength and fre- 
quency till January 20th gave noresult. Tension in December 
and January: 60, 60, 70,70. On January 20th there was a sub- 
acute attack with severe pain; tension 97. Immediate opera- 
tion, in which the technique and trephining were employed as 
devised by Dr. Young and described in the Ophthalmic Record 
for September, 1910. By this method the eye is compen- 
sated for the loss of Schlemm’s canal. The two openings are 
probably a mechanical aid to drainage. Its advantages are: 

Uvea untouched ; anterior chamber not entered; no prolapse 
possible. In very high tension no danger of intraocular 
hemorrhage, because ciliary body plugs. Saves enucleation; 
preserves normal pupil; obviates pilocarpin; checks pain. 
Can be urged without hesitation because of mild surgical 
traumatism. 

Result of operation—Left eye: Hyp. 5.50, V. 1.5, accom- 
modation good, presb. 1 D., Bjerrum field negative, tension 26, 
21, and finally 19.5. 

Discussion: Dr. E. GRUENING thought the technique was 
excellent, but he considered operations in the ciliary region 
dangerous. 

Dr. YouNG closed the discussion, stating he intended to 
operate on as many absolute cases as he could before attempt- 
ing asimple one. He avoided the ciliary body by means of a 
stop-gauge. 

Dr. YOUNG next reported the operation on a case of buph- 
thalmia, referred by Dr. Coleman Cutler. There was no P. L. 
and tension 100. Two good openings were made, reducing the 
tension to 24, but it returned to nearly 40. Patient discon- 
tinued the treatment. In future cases Dr. Young intends 
using Wardemann’s transilluminator, in accordance with Dr. 
Cutler’s suggestion. 
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On April 13th, Dr. YounG operated on a third case of abso- 
lute glaucoma with the high tension of 105. Two days later 
it was normal. The instrument used was the latest modifica- 
tion of his trephine, as manufactured by F. A. Hardy, of 
Chicago. He will report further on the case later on. 

Dr. HERBERT CLAIBORNE reported a case of gonorrheal 
conjunctivitis, aborted by a 2% solution of nitrate of silver. 

Married man, 29, presented himself on February 21st witha 
history of purulent discharge from his left eye the previous 
night; lids swollen, faint chemosis; cornea clear. Examination 
of pus % hour after presentation showed numerous intracellu- 
lar gonococci. Pus was wiped off, and a 2% silver nitrate 
solution was applied and allowed to remain for 30 seconds in 
the conjunctival sac; atropin was instilled, and bichloride 
irrigations were given; ice compresses were constantly applied. 

On February 22d, a conjunctival smear of the right eye con- 
sisted of red blood cells, epithelium, and bacteria, but no gono- 
cocci; this eye had previously been absolutely closed. The left 
eye showed no bacteria in 12 hours. At 12 noon on February 
22d, the right eye showed a whitish discharge with faint chemo- 
sis; cornea normal. A 2% silver nitrate solution was applied 
in conjunction with atropin, bichloride irrigations, and ice 
compresses. Bacterial examination was not made. 

On February 23d, the right eye was much improved. On 
February 26th, both eyes normal. 

Discussion: Dr. GRUENING thought more cases would be 
necessary to establish the efficacy of this treatment and he was 
in doubt as to whether gonorrhceal conjunctivitis could be 
cured by silver nitrate. 

Dr. LAMBERT said it was unusual for pus to be present in 
the conjunctival sac at an early stage of the disease. 

Dr. JuLtus WoLrFF reported a unique case of chemosis and 
exophthalmus in a male patient, F. R., aged 54. History 
negative, except for the ordinary diseases of childhood. 

Patient finds his eyes closed in the morning by considerable 
cedema, with pain, photophobia, lacrymation, and exophthal- 
mus of at least cm. When free from attacks, there is exoph- 
thalmus of about 4mm. Conjunctiva chemotic, resistance to 
backward pressure increased, motility of the eye completely 
lost in every direction. The eye has the appearance of an 
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orbital phlegmon, except there is noinflammation. During the 
attacks there is no change in the visual acuteness, nor in the 
fundus. The attack reaches its climax in 36-48 hours, when 
the symptoms gradually disappear in 3-4 days. The attacks 
which come on in irregular intervals of 6-10 weeks vary in 
severity and are preceded by a scratchy, irritating feeling in 
the eye 2 or 3 days before. During one of the attacks Dr. 
Wolff tentatively instilled a solution of cocain and adrenalin 
which considerably reduced the chemosis within 20 minutes. 

During 3 weeks’ observation at the Mount Sinai Hospital, 
nothing abnormal was found aside from a very slight glycosuria 
amounting to a fraction of 1% of sugar. Wassermann nega- 
tive. Potassium iodide without result. 

Dr. Wolff believes there is a tumor or thickening of the 
intero-superior wall of the orbit, associated with periodical 
attacks involving the vasomotor apparatus of the orbit, but 
how the attacks are brought about he is unable to explain. 

Discussion: Dr. ARNOLD KNapP advised an exploratory 
operation along the inner orbital margin; subsequent steps 
could then be determined. 

Dr. GRUENWNG also considered it advisable to perform an 
exploratory operation. 

Dr. WEIDLER inquired whether there was a nasal discharge 
at any time. 

Dr. Wo FF closed the discussion, stating there was no nasal 
discharge and that he hesitated operating, as this was the 
patient’s better eye, vision in the other eye being 3. 

Dr. Em1L GRUENING presented a girl, 17 years old, who was 
first seen in January, 1912, with an idiopathic unilateral 
exophthalmus. Previous history negative. Patient has al- 
ways been in excellent health, with no evidence of hemophilia 
or scurvy. Wassermann negative. Suddenly protrusion in 
the orbital axis and vomiting occurred, the exophthalmus 
measuring about 16mm. On examination of the lower con- 
junctiva a sausage-like chemosis appeared in the nasal half. 
There was no pain in the eye. Vision 74, field limited, optic 
neuritis6D. In the absence of any improvement, the Kroen- 
lein operation was performed, and a sac presented itself in 
the lower orbito-tarsal fascia, a spontaneous hematoma of the 
orbit. On incision, blood gushed out. To-day, patient has 
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only a scar from the incision and a diplopia due to paralysis 
of the inferior rectus muscle. 

Dr. ARNOLD E. Knapp presented a patient with spon- 
taneous bilateral pulsating exophthalmus. 

G.S., 37; after suffering from frontal headaches for 2 weeks, 
which were perceived at the onset by a curious buzzing and 
roaring in his head, the right eye began to protrude on June 
I, 1911. Ten weeks later the left eye protruded. The noise 
in his head was constant. He came to the N. Y. Ophthalmic 
and Aural Institute on October 2, 1911, with both eyes very 
prominent. There was a congestion of the cutaneous veins of 
the eyelids and of the conjunctival vessels; a paralysis of both 
external recti; loss of sensation in both cornee. A bruit could 
be heard both in front and on the temporal side of both orbits. 
R.V. 4%, L. V.#$. The pupils reacted. Optic nerves normal. 
Fields normal. In the right eye distinct congestion of the 
retinal veins; in the left eye the retinal circulation was normal. 
The Wassermann test was positive; the cutaneous luetin test 
was moderately positive. 

Therapy: inunctions and gray pills. He left the hospital 
on October 23d, with vision improved in both eyes and the 
symptoms in general better. He was lost sight of until April 
15,1912. During these months he had followed no treatment. 
He thinks that about December 1, 1911, the right eye 
returned to its normal position. The roaring in his head 
ceased at about Christmas time. The left eye had also 
returned somewhat to its normal position. To-day, April 16, 
1912, the right eye seems perfectly normal. The paralyses 
of the external recti have disappeared. R. V. #, L. V. #. 
The right retinal circulation is normal and the optic nerve is 
normal. No bruit on the right side. The left eye is still 
prominent. The retinal veins are somewhat dilated. The 
optic nerve is normal and there is a bruit over the region of the 
upper eyelid. 

Discussion: Dr. GRUENING considered gumma to be the 
etiological factor in this case. 

Dr. GRUENING then related some of his experiences with 
the Lagrange operation for chronic glaucoma, presenting 2 
cases with a filtering cicatrix produced by this procedure. 

In acute glaucoma, iridectomy answers the purpose, but in 
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chronic glaucoma the condition is different, since the tension 
recurs after a time. The Schiotz tonometer is a valuable aid 
in glaucoma. The Lagrange operation (iridectomy and sclerec- 
tomy) regulates excretion by the filtering cicatrix, and this is 
the best method. The section as reproduced in diagrams in 
various works on this subject has a faulty line of incision which, 
if carried out, would cause loss of vitreous. A corneal section 
of 7mm instead of 12mm, as usually indicated by the dia- 
grams, with a large conjunctival flap is necessary. The 
exposed sclera should be grasped with fine forceps, and the 
whole thickness removed with scissors. 

Conjunctival flaps heal within 24 hours; in 9 cases out of 11 
the anterior chamber was restored within 24 hours. 

Patients are kept in bed for a week. 

Only time will decide whether the results of the Lagrange 
operation are permanent. 

Discussion: Dr. W. E. LAMBERT said he favored this 
operation, but he prefers using a punch instead of the scissors. 

Dr. CLAIBORNE remarked that he made a small section as 
described by Dr. Gruening. 

Dr. GEORGE YOUNG stated that he had made experiments 
on rabbits’ eyes in similar conditions and that the experiments 
were still progressing. 

Dr. W. B. WETDLER next demonstrated microscopical 
sections of tarsal plates in trachoma and vernal catarrh. 








REPORT OF THE PROCEEDINGS OF THE OPHTHAL- 
MOLOGICAL SOCIETY OF THE UNITED 
KINGDOM. 


By C. DEVEREUX MARSHALL, F.R.C.S. 


The May ordinary meeting of the Society was held in the 
Theatre of the Royal Dublin Society on Saturday, May 11th, 
Mr. J. B. LAwForD, F.R.C.S., President, in the Chair. 

Dr. LEDIARD read a paper entitled: Melanotic sarcoma of the 
choroid with general metastasis. It was a case in which 
metastases were seen in the liver and intestine, occurring in a 
woman aged 55, who came under treatment in the Cumber- 
land Infirmary with symptoms of gall-stone. During opera- 
tion it was seen that the liver was diseased, and on incision a 
black tumor was discovered. Three years previously the 
patient had had the left eye removed in the Manchester Royal 
Eye Infirmary, on account of intraocular growth, correctly 
diagnosed. Vision had been failing for two years, and when 
the eye was removed, there were pain, blindness, cataract, 
increased tension, and shallow anterior chamber. The secon- 
dary growth in the liver showed masses of spindle-celled 
sarcoma, parts of which were pigmented, and others free from 
granules of melanin. There was also an invasion of the 
mucous layer of the intestine by pigment, leaving sarcomatous 
cells lying between the gland follicles. The chief tumor 
within the liver was as large as a small-sized orange and abso- 
lutely black. The gall-stone removed was a single large one 
139 grains when dry, and measuring one and a half inches by 
one inch. 

Mr. Jessop asked whether members really thought there 
was such a thing as a leucosarcoma; he had always been able 
to detect pigment microscopically in every choroidal sarcoma, 
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no matter how white they appeared to be. Dr. Inglis Pollock 
and Mr. Devereux Marshall said that they had never seen a 
true leucosarcoma; a certain amount of pigment was always 
present. 

Mr. ARNOLD LAWSON expressed the belief that sarcoma of 
the choroid was really not a very malignant disease, and that 
many cases were cured if the eye was removed early enough. 

Sir HENRY SWANZY agreed with Mr. Lawson. 

Mr. HILt GRIFFITH said that of the cases he had reported 
about 50 % were well three years after the primary growth was 
removed, and he doubted whether removal of the eye made 
much difference to the possibility of general metastasis; some 
cases removed in quite an early stage proved generally very 
malignant, while others remained for years and produced no 
metastasis at all. 

Mr. HOLMEs SPICER mentioned the case of a patient whose 
eye he removed in 1898, and who still showed no further signs 
of the disease. He also mentioned another case where the 
patient refused treatment ten years ago, and he was still 
well. 

Mr. BERRY doubted if a growth which appeared ten years 
after the removal of an eye for melanotic sarcoma was really a 
metastasis at all. He believed that leucosarcoma did occur, 
and the sooner all these cases were operated upon, the better 
was the chance of life. 

Mr. Bishop HARMAN thought that the younger the patient 
the more malignant was the growth. 

Mr. Bishop HARMAN, read a paper entitled: A new opera- 
tion for squint—subjunctival reefing and advancement. 

Mr. Harman said that despite a growing condemnation of 
tenotomy, the operation still lived in out-patient practice 
because of its facility. To secure reasonable prospects of 
success with the operation of advancement, with or without 
tenectomy, the patient had to be put to bed with both eyes 
bandaged. His aim in devising this new operation of reefing 
and advancement was to avoid these difficulties. He believed 
that he had succeeded in this. The operation he described 
was comparatively easy to perform, and expeditious. Of the 
34 patients he had operated on only one had been kept to bed, 
all the others had been outdoor patients with only the one eye 
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bandaged. The results up to date were distinctly gratifying, 
both to patient and surgeon. 

Briefly, the operation consisted in exposing the edges of the 
tendon to be shortened, then with special forceps folding or 
reefing the tendon, very much in the same fashion that the 
laundry-maid treats linen frills in the process of goffering. The 
operation could be varied according to the degree of squint: 
(1) the extent of the reefing or shortening of the tendon could 
be varied by the adjustment of the reefing forceps; (2) in high 
degrees of squint the sutures used to secure the reef were 
carried forward so as to advance the reef. The steps of the 
operation (say for convergent squint) were: (1) Securing the 
eye by the insertion of an anchor stitch at the limbus, this 
avoided fixation forceps, and the stitch was used to fix the eye 
in abduction at the end of the operation. (2) Locating the 
tendon. It was pointed out that there were distinct color 
differences in the conjunctiva, according as tendon or Tenon’s 
capsule was beneath it. These differences were marked in the 
young. (3) Two buttonholes were cut through conjunctiva 
right to the sclera above and below and parallel to the edges 
of the tendon, between the insertion and the canthus. (4) 
The surfaces of the tendon were rasped with a squint hook, the 
edges of which had teeth. This stimulated the production of 
adhesions when this part of the tendon was folded. (5) The 
reefing forceps were applied to the tendon. The forceps were 
like squint hooks whose short flat handles fitted together and 
were adjustable, so that the hooks coincided or separated by 
varying widths. Working from the outer canthus one blade 
was slipped beneath the tendon and the other blade above the 
tendon and under the conjunctiva. When the forceps were 
turned from the outer canthus to lie across the nose the tendon 
was folded over or reefed. (6) The base of the reef was then 
fixed by appropriate sutures. If the squint were of low degree 
the operation was then finished. If it were of high degree the 
sutures were carried forward and fixed into the sclera at the 
limbus, so that tying the sutures advanced the reef and further 
abducted the eye. (7) Finally the eye was completely 
abducted by means of the anchor stitch; this was fixed to the 
skin of the canthus with strapping. By this means relaxation 
of the antagonist of the operated muscle was produced, and it 
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protected the reef from too early strain. The eye was ban- 
daged, the spectacles worn with a blinker beside and half cov- 
ering the open eye, so as to cause the patient to look towards 
the operated muscle. The anchor stitch was removed the 
third day, and the reefing stitches on the tenth day. 

Mr. BisHop HARMAN also gave an account of Some experi- 
ments to ascertain the security of sutures for squint opera- 
tions. He said that in squint operations four modes of placing 
the scleral sutures were possible. The part that traversed and 
gripped the sclera might be placed: (1) in line with the axis 
of the tendon and at right angles to the limbus; (2) across 
the axis of the tendon or parallel tothelimbus. Further, each 
of these sutures might be made with a single or a double thread. 
To find out which of these possible modes gave the greatest 
security, Mr. Harman had made experiments with artificial 
materials and their tearing strain under weights. The con- 
clusion was that a double silk thread, placed in the sclera across 
the axis of the tendon and therefore transversely to the strain 
of the suture, had a carrying power from 12 to 18 per cent. 
greater than the other three modes. He had found these 
experimental data confirmed in practice. For that reason he 
inserted his stitches as above described in advancement 
operations. 

Dr. Louis WERNER (Dublin) read a paper on Disease of the 
pituitary body without acromegaly. He gave a short history 
of the discovery of the disease, and described what had been 
ascertained by experimental evidence and clinical facts. He 
discussed the course and symptoms, and gave the views of 
various observers. A series of photographs were shown on 
the screen depicting animals and X-ray photographs of 
patients suffering from the disease, as well as micro- 
photographs of the pituitary body in health and disease. 

Mr. H. H. B. CUNNINGHAM (Belfast) read a paper on Fusion 
pictures. He emphasized the importance of training the 
fusion sense in young children, but thought that stereoscopes, 
etc., were too complicated and too expensive for general use. 
He had had devised a series of pictures drawn in two colors, 
which could be seen through a colored screen. One part of 
the picture could be seen with one eye, and one with the other. 
Those for very young children were of a very elementary 
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character, but for older children they were rather more ela- 
borate. In this manner, as in the case of an ordinary stereo- 
scopic, binocular vision could be developed and educated. 

_ Mr. J. Stroup Hosrorp (London), in describing a new 
method of extraction of cataract in the capsule, said that the 
operation was justly looked upon as a major operation, and 
the premier operation in ophthalmic surgery. Very serious 
dangers could be avoided if removal of the lens in its capsule 
could be done with safety. During the present year he had 
performed nine cataract extractions by a new method, which 
consisted of entering a discission needle into the lens, and then 
rotating the lens on an antero-posterior axis. This caused the 
zonule of Zinn to be torn, after which the lens, in its capsule, 
could be removed without the loss of vitreous. The lens 
could be thus rotated either before or after the making of the 
section. If this method were adopted, incomplete lenses could 
be removed, and it had all the advantages of Smith’s operation, 
besides being safer and not so complicated. 


THURSDAY, JUNE 13, 1912. MR. J. B. LAWFORD, F.R.C.S., PRESIDENT, 
IN THE CHAIR. 


Mr. NETTLEsHIP explained the pedigree of four families con- 
taining color-blind members, with certain unusual facts con- 
nected with them. They all contained one or more color-blind 
females. According to the Mendelian scheme of inheritance, 
where color-blindness is found in females it is to be expected 
that the father will have been color-blind and that if she had 
sons all of them will be color-blind. A congenital digital 
deformity, crooking of the little finger, occurred in two of the 
color-blinds and one of the normals in direct descent. A 
similar condition he had noticed in some other members he 
had previously found in another pedigree of color-blindness 
which he had published. Two of the pedigrees showed a pair 
of female twins in each of which one was color-blind and the 
other was not. He mentioned that the only other recorded 
case was one by Reber of male twins. In one of his own cases 
the twins were probably ‘‘similar,’’ for they had a common 
placenta and both children were almost exactly alike. The 
tests he used for the detection of the color defect were wools, 
Nagel’s test, and the spectroscope. In the other pair of twins 
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the resemblance to each other was not so marked, and it is 
very doubtful if these were ‘‘identical’’ twins. He dis- 
cussed some possible explanation to account for these 
cases. Various other points in the pedigrees were mentioned 
and discussed. Mr. Nettleship also read an account of a 
pedigree of color-blindness in a family worked out by Mr. 
C. H. Usher (Aberdeen). The pedigree showed the union of 
two unrelated stocks both containing cases of color-blindness. 
A color-blind male married a normal female who presumably 
carried the condition. Her family consisted of three sons, 
two of whom were color-blind, and five daughters who were 
all healthy and who showed no defect in this respect. Mr. 
Nettleship also read a paper on Pedigree of hereditary cata- 
ract, part of which had been previously published in the Tran- 
sactions of the Society, vol. xxix. As the pedigree had been 
more fully worked out the whole was republished. There 
were 17 cases of cataract occurring, of which nine were males 
and eight females, while others showed vacuoles in the lens. 
The descent was uninterrupted from parent to child in every 
case so that it behaved as a Mendelian dominant; the cataract 
never appeared in the issue of a normal member of the stock. 
It commenced in a well-defined posterior polar variety at 
various ages between childhood and middle life; it became 
more or less complete if left alone; some had been needled 
at an early age. Some of the results were good, but some left 
dense capsular opacities. ‘‘Anticipation”’ or Antedating”’ 
had not occurred with regularity. 

Dr. EpRIDGE GREEN spoke of the greater prevalence of 
color-blindness among women than was formerly thought, 
and proceeded to show how very defective Holmgren’s color- 
vision testing was in detecting color-blind persons. He 
strongly advocated the lantern test. Mr. MouLp referred 
to an interesting case of his own of family color-blindness. 

Mr. MALcoLM L. HEPBURN read a paper on Inflammatory 
and vascular diseases of the choroid and showed diagrams and 
drawings to illustrate it. He discussed the present method of 
classifying diseases of the choroid and gave a general descrip- 
tion of changes which occurred in all inflammatory foci in 
the choroid. He explained pathologically how loss of func- 
tion of the retina was brought about, and suggested an ana- 
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tomical classification of the cases. He described the following 
clinical varieties of old choroiditis and the effect that each 
form had on visual function: (1) disseminated choroiditis; 
(2) diffuse; (3) deep patchy; (4) superficial patchy and 
(5) macular choroiditis. He discussed the following vascular 
diseases of the choroid: (1) retinitis pigmentosa; (2) hemor- 
rhagic retinitis; (3) emboli, thrombosis, and endarteritis; 
(4) degeneration. He finally adduced evidence in support 
of a localized choroidal vascular supply from cases shown and 
described. 

An ordinary meeting of the Society was held on Thursday, 
July 11th, Mr. J. B. Lawrorp, President, in the Chair. Mr. 
W. H. Jessop demonstrated Professor Gullstrand’s ophthal- 
moscope. The President said it was a wonderful piece of 
machinery, and afforded a beautiful view, and, with monocular 
vision, gave a high magnification. The disadvantage was 
that it almost required a hand-cart for its transference from 
place to place. Mr. TREACHER COLLINS showed a case in 
which an intradural tumor of the optic nerve was removed, with 
retention of the eyeball, 544 years ago. The case showed the 
value of retaining the eyeball. There was good movement 
here, and it was altogether better than an artificial eye. It 
also showed that some tumors were not very malignant in 
character. Though he did not get all the tumor away, 
there was no recurrence. He removed the tumor without 
cutting through the bone. The pupil was now gradually 
dilating. Mr. W. G. Laws showed a case of detachment of 
the retina with cyst-like protrusion. There was no suspicion 
of cysticercus. Mr. P. C. BARDSLEY showed an instrument 
which he named a sclerotome, its object being to do a trephine 
operation at one stage. With this instrument there was no 
danger of losing the trephine disk within the anterior chamber 
on the completion of the trephining. Mr. CHARLES WRAY 
said the instrument was liable to get out of order, especially 
if the knife were inserted with a rocking movement. 

A paper was read by Messrs. BROOKSBANK JAMES and 
Stroup HosForp on Operative treatment of glaucoma. Refer- 
ence was made to a note in the Transactions of the Society of 
October, 1909, in which was described by Mr. James a method 
of operating upon all cases of glaucoma by cutting through the 
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sclera from without, after turning down a preliminary conjunc- 
tival flap to cover over the linear wound. Since then the 
operation had been somewhat elaborated by turning out a 
piece of sclera by the following method. The conjunctiva 
having been made anesthetic, and a few drops of adrenalin 
solution instilled, a large conjunctival flap was turned down- 
wards to the corneal margin. All further bleeding was now 
stopped by adrenalin. An incision was next made at the 
limbus, concentric with the corneal margin, by cutting with 
the edge of the Graefe knife near its tip, so that the lips of the 
wound were perpendicular. The paring was proceeded with 
until a fair depth of wound had been attained. A small punc- 
ture was then made, and the aqueous allowed to evacuate 
itself slowly. A blunt-pointed Stilling knife was now inserted 
into this opening, and the wound enlarged throughout its 
extent. A moderately large iridectomy was then made in the 
usual way. One then proceeded to turn out a piece of sclera 
from the upper lip or the angles of the wound, endeavoring to 
ensure that some of the lining membrane attached itself to 
the under surface. This was laid flat on the adjoining surface 
of the sclera, and held in position by the conjunctival flap 
being stroked over its surface. The special points in the opera- 
tion were: (1) The fact that the edges of the scleral incision 
were perpendicular, not slanting, as when made by the Graefe 
or the keratome. (2) It would be noticed that the iris fell 
backwards much more readily than in the ordinary iridectomy 
and did not require the introduction of another instrument 
into the eyeball to replace it. (3) The scleral flap could be 
cut by one of two methods. Insome of the cases this was done 
by means of a punch. This, however, was somewhat uncer- 
tain, and occasionally punched a piece of sclera clean out, 
which was not desirable. (4) Another method was to turn 
outwards, by means of scissors or a knife, a strip from one or 
both angles of the wound. If this plan were adopted, it was 
better to outline the strip by marking out its limits almost 
through the whole thickness of the sclera prior to opening the 
anterior chamber, as the relaxed state of the tissues when the 
aqueous had escaped rendered the proceeding more difficult. 
Mr. Hosford said he had carried the method out in all his cases 
of glaucoma except one, and that he did on the periphery of 





526 C. Devereux Marshall. 


the iris.. Whatever method was employed, there was a pre- 
dilection on the part of the sclera tocloseup. Ten out of the 
38 cases so treated closed up; of the 38, 28 leaked by first 
intention, and 8 of the remaining ones leaked secondarily. 
The operation was simple. 
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XITII.—LENS. 


120. Crapp,C.A. The autolysis of the crystalline lens. Jour. of the 
Amer. Med. Association, March 18, 1911. 

121. Exscunic. Morphology of senile cataract. Klin. Monatsbl. f. 
Augenheilk., xlix., Jan., 1911, p. 38. 

122. CLAUSEN. The formation of crystals in the human lens. Berl. 
ophthalmol. Gesellschaft, Jan. 26, 1911. 
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Age of the patient seventy years. Amer. Jour. Ophthalm., Feb., 1911. 

124. Dor. The abortive treatment of commencing cataract. La 
Clinique ophialm., 1911, xvii., p. 11. 
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of iodin. Russk. Wratsch., 1910, No. 2. 
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treatment of diabetic cataract. Ophthalmic Record, May, 1911. 
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“129. Fox,L.W. The sliding flap in cataract operations. Ophthalmol- 
ogy, Jan., 1912. 

130. VACHER and DeNis. Practical method for the avoidance of the 
section of the iris in the operation for cataract. Annales d’oculist., vol. 
exlv., p. 35. 


131. STIEREN, Epw. Presenile syphilitic cataract. Penn. Medical 
Journal, March, 1911. 

132. CaLHouN, F. P. The association of uncinariasis (hookworm dis- 
ease) with cataracts. Amer. Jour. Ophthalm., Sept., 1911. 

133. Hm, E. A fatal case of dementia following cataract extraction. 
Ophthalmic Record, Feb., 1911. 

134. Ask, Fr. The pathology of luxations of the lens. 


As stated by CLapp (120, The autolysis of the crystalline 
lens) the chemistry of the process of solution of the lens when 
it is exposed to the action of the aqueous has never been satis- 
factorily explained. The lens consists of 35% protein, 17% 
of which is in the form of albuminoids insoluble in water or 
saline solution. It seems probable that the dissipation of 
these insoluble elements is brought about by autolytic action 
or by the help of some ferment in the aqueous. His test- 
tube experiments, exposing the lens matter in aqueous, in 
boiled aqueous, and in normal salt solution show that the 
unmodified aqueous possesses a much more active solvent 
power. Further confirmation of these interesting observa- 
tions is promised. ALLING. 

Views are not yet agreed concerning the nature and origin 
of senile cataract; some ascribe it to an increase of the normal 
process of hardening, starting from the nucleus, while others 
blame the capsular epithelium as the source of the opacities 
through disturbances of nutrition. ELSCHNIG (121, Morphol- 
ogy of senile cataract) has now examined the lenses morpho- 
logically and found that in 68% of all cases the cataract is 
total, a gray, yellowish-white nucleus with uniformly opaque 
lens, while the other forms, purely nuclear or purely cortical, 
occur much more rarely. He suggests as names which will 
have single significations cortical cataract, nuclear cataract, 
total cataract, and cataracta brunescens, or black cataract. 

CLAUSEN (122, The formation of crystals in the human lens) 
deals first with the formation of crystals in the lens in general, 
and with the anatomical and chemical investigations that 
have been made. The amount of cholesterin increases with 
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age, especially in cataractous lenses, in hypermature and com- 
plicated cataracts. He found in a patient 79 years old so 
great a formation of crystals that they could easily be perceived 
with the naked eye. At this place the lens was only a little 
opaque. The cause was supposed to be age and faulty 
nutrition of the lens. 

There was no history of injury in the case of Ewinc (123, 
Spontaneous complete absorption of the lens) except that the 
aphakic eye had had an attack of inflammation four years 
previously. There was no evidence of lens or capsule except 
a delicate membrane. Fifteen years before there had been 
a well developed cataract. There was a glaucomatous cup, 
narrow field, and vision reduced to #$ with correction. 

ALLING. 

Dor (124, The abortive treatment of commencing cataract) 
has tried systematically the medicamental treatment of incipi- 
ent cataract and has tested it experimentally. He used daily 
for half an hour an eye bath of a solution of sodium iodide and 
calcium chloride, and continued the treatment for from three 
to six months. He saw an improvement of the vision from 
Y4 to , in another case from 4% to 1, in other cases the pro- 
cess was brought to a standstill. Of 50 cases, improvement 
was obtained in 5, a standstill in 40, no benefit in 5. 

Katz (125, The treatment of commencing senile cataract 
with salts of iodin) has used the iodin treatment system- 
atically in several cases of incipient cataract. He considers 
the instillations of the salts of iodin to be harmless. In 21 
cases he saw improvement of the vision 11 times, the condition 
remained stationary in 8, and grew worse in 2. The improve- 
ment appeared after three months of treatment, which must 
be persisted in as interruption has a bad effect. 

GIFFORD (126, On the necessity of extra care in the prog- 
nosis and treatment of diabetic cataract) concludes from an 
experience with seven cases that young patients with diabetic 
cataract will probably not live longer than two years and that 
the danger of bad results is much greater than in the ordinary 
cataract, and involving the question of the patient’s life. Ifa 
good result is obtained in one eye it is unjustifiable to operate 
on the other. Out of seven cases he lost two by suppuration 
and one by irido-cyclitis. Following one successful opera- 
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tion he lost the other eye and thinks that the patient’s death 
was hastened by the pain and enucleation which followed. 
ALLING. 
KEIFER (127, Operations for cataract upon the eyes of the 
very aged) reports two cases operated upon at the ages of 93 
and 101 respectively. The first patient acquired panophthal- 
mitis from tearing off the bandages. The other case did well. 
Inquiries among oculists disclosed the fact that but few people 
over one hundred years old have undergone the operation, as 
only seven cases were reported. ALLING. 
SATTLER (128, Intracapsular extraction of the cataractous 
lens) thinks that the Smith operation is entitled to equal 
recognition with the older methods. He chooses the operation 
in cases with swollen and rounded lenses especially if capsular 
thickening is present. It is also applicable to Morgagnian 
cataracts and those occurring in younger subjects. 
ALLING. 
Fox (129, The sliding flap in cataract operations) in 30 
operations has found the method ascribed to van Lint highly 
satisfactory. The conjunctiva is separated and undermined 
around one-third of the upper border of the cornea. Two silk 
sutures are inserted through the loosened conjunctiva at either 
end and each is passed through the sclero-corneal margin on 
the corresponding margin below. The extraction is then per- 
formed in the usual manner. By tying the sutures a conjunc- 
tival flap is brought like an apron over the wound. The 
advantages are obvious—prevention of prolapse and infection. 
ALLING. 
The performance of an extraction without iridectomy is 
sometimes prevented by the falling of the iris in front of the 
knife so that an iridectomy is necessarily performed by the 
completion of the section. This accident may be due to 
hypertony of the eye, to too great pressure upon the eye by 
the operator, as with a dull knife, and to too slow an incision. 
In order to avoid this accident VACHER and DENIs (130, Prac- 
tical method for the avoidance of the section of the iris in 
the operation for cataract) recommend in such cases to im- 
mediately draw back the knife, introduce Daviel’s spatula 
through the counter-puncture and with this to press back the 
iris. The knife is then passed again, following the spatula as 
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a guide, and the section completed. The spatula replaces at 
the same time the fixation forceps. Causk. 
STIEREN (131, Presenile syphilitic cataract) has observed 
cases in which lenticular striations in syphilitics have cleared 
under the administration of iodin. ALLING. 
CALHOUN [132, The association of uncinariasis (hookworm 
disease) with cataracts] is convinced that the anemia accom- 
panying this disease is infiuential in causing cataracts, and he 
relates cases in evidence. ALLING. 
Hitt (133, A fatal case of dementia following cataract 
extraction) reports the case of a woman 72 years old who died 
of dementia eight days after the operation. He also mentions 
two cases of mild delirium, two of violent delirium, one of 
post-operative mania in an alcoholic. Another case of mut- 
tering delirium occurred in a patient in which atropin was 
thought to be the possible cause. The cases are from the 
records of the Wills Eye Hospital, Philadeiphia. ALLING. 
AsK (134, The pathology of luxations of the lens) reports 11 
cases of luxation of the lens, and shows that the reaction is 
slight when the capsule of the lens is uninjured, and that an 
jntense reaction takes place when the capsule is torn whether 
the luxation is into the anterior chamber or into the vitreous. 
Sympathetic ophthalmia developed in one case of subcon- 
junctival luxation of the lens without a demonstrable rupture 
of the conjunctiva. HELLGREN. 


XIV.—IRIS. 


135. EPPENSTEIN. The elastic fibres in the iris under normal and 
pathological conditions. Zeitsch. f. Augenheilk., xxv., p. 513. 

136. VAN Duyse. Malignant leiomyoma of the iris. Arch. d’ophialm., 
January, 1911. 

137. Att, A. On acase of partly pigmented spindle-celled sarcoma of 
the iris; proliferating chorioiditis and microscopic hole in the fovea cen- 
tralis. Amer. Jour. Ophthalmology, June, 1911. 

138. Hesse. The influence of Ehrlich’s new syphilis therapy upon 
syphilitic diseases of the eye. Klin. Mon. f. Augenheilk., Nov., Dec., 1910. 

139. BrapBurN, A. A. Acute plastic iritis markedly benefited by 
antistreptococcus serum. Ophthalmology, Jan., 1912. 

140. GALEZOWSKI and BERcHE. Irido-cyclitis after ovarian castration. 
Recueil d’ ophtalmologie, vol. xxxiii., p. 97. 

141. Koster. Irido-cyclitis caused by sulphate of atropin. Nederi. 
Tijdschrift voor Geneeskunde, 1911, i., No. 23. 
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142. Fmatow, W. P. Syphiloma of the ciliary body. Westin. 
Ophthalm., 1911, No. 1. 


143. TUECHTER, J. L. Unequal pupils as an early sign in phthisis. 
Journal of the American Medical Association, Feb. 24, 1912. 


EPPENSTEIN (135, The elastic fibres of the iris under normal 
and pathological conditions) finds elastic fibres in the walls 
of the vessels of the iris, though the quantity differs in various 
individuals. There is no elastic membrane in the posterior 
layers; the dilatator pupille is found at this place. Sometimes 
the iris tissue contains elastic fibres. The content of elastic 
tissue in the iris is not changed by age or pathological con- 
ditions. 

VAN DuysE (136, Malignant leiomyoma of the iris) gives 
a histological description of a tumor of the iris which was 
removed by iridectomy from the eye of a woman 28 years old. 
The patient had noticed for 20 years a spot in the iris (a 
nevus?) at the place where the tumor developed, which accor- 
ding to her observation scarcely increased in size. In the 
course of a year and a half nine severe hemorrhages into the 
anterior chamber were observed, each of which was completely 
resorbed. There were no symptoms of inflammation, no 
glaucoma. Eight months after the operation the vision was I. 
Clinically there was a whitish tumor slightly raised above the 
level of the iris with single dilated vessels, which was thought 
to be either an angioma or a leucosarcoma. In its micro- 
scopical structure the main part of the tumor showed elements 
which must have originated from the smooth muscles, and in 
the smaller part spindle cells of connective-tissue origin. 
Because of this construction van Duyse denominated the 
growth as a sarcomatous leiomyoma with embryonal charac- 
teristics. Cause. 

ALT’s (137, Ona case of partly pigmented spindle-celled sar- 
coma of the iris; proliferating chorioiditis and microscopic hole 
in the fovea centralis) patient complained of pain and loss of 
vision in the righteye. For several years a dark spot had been 
noticed on the iris. Microscopically the whole periphery of 
the iris and in places the ciliary body and sclera were invaded 
by the growth. He considers the case one of ring sarcoma of 
the iris with the point of origin undetermined. The chorioid 
showed a peculiar appearance in one place where there was a 
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tumor-like elevation which had ruptured through the retina 
and sent out threads into the vitreous. The writer calls it a 
proliferating chorioiditis but says it has no connection with 
the iris tumor. The tissues in the foveal region were greatly 
thinned and in two sections a microscopic rupture was seen, 
due to stretching of the tissues. ALLING. 

HEssE (138, The influence of Ehrlich’s new syphilis therapy 
upon syphilitic diseases of the eye) reports good effects from 
‘‘606’’ in seven cases of irido-cyclitis, three of keratitis paren- 
chymatosa, three of chorioiditis, and one of irido-scleritis. In 
one case an inflammation of the optic nerve and of the retina 
appeared later. 

BRADBURN’S (139, Acute plastic iritis markedly benefited 
by antistreptococcus serum) patient had suffered from pleurisy 
and neuritis of the arms and legs before the eyes became af- 
fected. Iodides and salicylates afforded no relief. A blood 
culture showed a streptococcus infection. Ten cc. of antistrep- 
tococcus polyvalent serum were given. There was a local 
reaction and very rapid subsidence of the iritis in both eyes 
without other general treatment. Vision returned to normal. 

ALLING. 

The influence of the physiological menopause upon the eye 
has long been known. This is shown in some cases by nervous 
disturbances, such as accommodative asthenopia, in some by 
intra- or extraocular hemorrhages, or episcleritides, in others 
by chronic inflammations of the uveal tract, all of which recur 
at the time of the onset of the menses. Changes in the eye 
caused by the menopause when produced surgically have been 
less noted. GALEZOWSKI and BERCHE (140, Irido-cyclitis after 
ovarian castration) show that after castration it frequently 
happens that chronic inflammations of the uveal tract are 
set up which ordinarily run so latent a course at first that they 
are not noticed. The loss of vision brings the patient to the 
physician, who finds usually the signs of a chronic irido-cyclitis, 
often with chorioidal patches. Ever-recurring attacks of uveitis, 
which almost always come on at the time of the expected 
menses, finally blind the diseased eye through serious inter- 
nal changes. The writers give the clinical histories of 5 cases 
of grave irido-cyclitis due to castration performed several years 
before. A regular, long-continued organic therapy resulted in 
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a cure with the preservation of fairly good vision. Other 
forms of treatment had previously been tried in some 
of them without result. They used the extract of sheep 
ovaries in tablet form. Usually a tablet of 0.2 was given 
daily for three weeks and then an interval of a week was 
allowed to elapse. A good effect could also be observed 
on the other symptoms induced by the castration in all the 
cases. Cause. 
KosTER (141, Irido-cyclitis caused by sulphate of atropin) 
reports the clinical history of a diabetic patient who had been 
operated on for cataract, in whom the use of atropin caused 
an irido-cyclitis which got well at once as soon as the drug was 
discontinued. There was no increase of the intraocular 
tension. VISSER. 
FILATOW (142, Syphiloma of the ciliary body) describes 
two cases of syphiloma of the ciliary body. One was that of 
a young man 27 years old, in whom the syphiloma appeared 
2% years after the primary lesion, involved 3 of the ciliary 
body, formed a thick, doughy, bright yellow deposit upon one 
half of the iris, a fluid hypopyon, and produced a swelling and 
dark red color of the conjurctiva and episclera. T.—1. 
V.= 4%. Inunctions and potassium iodide resulted in the 
disappearance of the growth and of the inflammatory symp- 
toms. V.=0.2. The other case was of a woman 22 years 
old in whom a yellow, transparent growth as large as half a 
pea formed on the medial side of the limbus with opacity of 
the adjacent parts of the cornea, signs of reaction, synechize, 
and an insignificant hypopyon. The lens appeared to be 
opaque, pain was severe, the temperature elevated. Syphilis 
was denied absolutely. After cutting off the growth a drop 
or two of pus appeared, which consisted only of polynucleated 
cells with numerous pigment granules. Some improvement 
was obtained by the use of atropin, hydrarg. binoxide, xero- 
form, and bandage, but soon a new swelling appeared at the 
lower margin of the cornea, an ulcer developed on the palpe- 
bral conjunctiva, severe pains appeared in the limbs, where 
a circumscribed periostitis of the ulna and a swelling of the 
inguinal glands were found. Some improvement was obtained 
through the use of K.I. The patient refused treatment with 
mercury. A month later the eyeball was commencing to atro- 
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phy and was enucleated. The findings on the microscopical 
examination are not suited for abstract. HIRSCHMANN. 
TUECHTER (143, Unequal pupils as an early sign in phthisis) 
after extensive observations confirms the previously noted 
fact that the pupils are occasionally unequal in tuberculosis 
in the incipient stage. The explanation seems to be that the 
sympathetic fibres are stimulated by the enlarged bronchial 
glands. ALLING. 


XV.—CHORIOID. 


144. Kraupa. Visible blood current in the chorioidal vessels. Zen- 
tralblatt f. prakt. Augenheilkunde, xxxv., Feb., 1911, p. 33- 

145. SHOEMAKER, A. A. Central guttate chorioiditis. Amer. Jour. of 
Ophthalmology, March, 1912. 

146. Fucus, E. Smallest sarcoma of the chorioid. Exhibition of 
specimens. Trans. American Ophthalm. Society, 1911. 

147. MELLER. Post-operative and spontaneous detachment of the 
chorioid. Wéener ophthalm. Gesellschaft, March 27, 1911. 


KRaupPaA (144, Visible blood current in the chorioidal vessels) 
demonstrated in two unexceptionable cases the current of the 
blood in the vessels of the chorioid, centripetally to the vortex 
veins. The cause of the clinical picture the writer thinks to 
be the retardation of the current by inflammation and partial 
obliteration. 

SHOEMAKER (145, Central guttate chorioiditis) reports 
three cases with macular changes resembling Tay’s spots, in 
patients aged respectively 38, 53, and 57. All cases showed 
retinal arterio-sclerosis and were improved by remedies 
directed toward this condition. The youngest patient showed 
the changes only in one eye. He considers the lesions to 
be inflammatory rather than degenerative. ALLING. 

Fucus (146, Smallest sarcoma of the chorioid) demonstrated 
three cases as follows: 1.. In the eye of a man who died of 
cysticercus, in the fourth ventricle was found near the papilla 
a sarcoma 0.7mm by 0.8mm in extent and 0.15mm in thickness. 
It was situated between small arteries and undoubtedly sprang 
from vessel walls. 2. In an eye which was enucleated for 
glaucoma a sarcoma was discovered 1.25mm by 1.5, and 0.09 
in thickness. 3. The eye had been excised for suppuration 
of the cornea and near the equator was a sarcoma measuring 
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2.25mm by Imm, and only 0.25mm in thickness. He dis- 
tinguishes the growths from nevus because in the one case he 
found closely packed spindle cells with scarcely any pigment 
while the chromatophores were branching and pigmented. 
In the other cases the pigment cells assumed a polygonal form 
and were grouped like epithelial cells. ALLING. 
MELLER (147, Post-operative and spontaneous detachment 
of the chorioid) thinks the cause to be a decrease of the intra- 
ocular tension usually in old people with rigid sclera. As 
detachment of the retina does not occur it must be supposed 
that there is a close connection between the two. Detach- 
ment of the retina is met with in most intraocular operations, 
such as operations for cataract and glaucoma, and is par- 
ticularly frequent in the latter. An accumulation of fluid is 
formed beneath the chorioid, which may originate from the 
secreting ciliary body. The theories concerning the process 
are unsettled and different views are held by different authors. 


XVI.— VITREOUS. 


148. WARLoMONT. Persistent hyaloid artery. Société Belge d'ophtalm., 
May 14, IgIt. 

149. Lusowski. Clinical contribution to the newer symptoms of 
ocular tuberculosis. Med. Klinik, t911, No. 30. 

150. Woops, Hiram. Subhyaloid and vitreous hemorrhages. Journal 
of the American Medical Association, July 20, 1911. 


The peculiarity in WARLOMONT’s (148, Persistent hyaloid 
artery) was that the persistent artery was not a thread but a 
sort of tube that extended to the posterior pole of the lens. 
It had no branches. 

LuBowskKI (149, Newer symptoms of ocular tuberculosis) 
describes the rare clinical symptoms of ocular tuberculosis 
and reports cases in which occlusion of the central vessels, 
sometimes with plastic iritis, retinal hemorrhages, and large 
hemorrhages into the vitreous, were proved to be due to 
tuberculous disease. He thinks the origin was retrobulbar in 
both cases. 

Woops (150, Subhyaloid and vitreous hemorrhages) 
obtained data from many American ophthalmologists regard- 
ing these cases. He finds that a little less than half recover 
normal vision. The causes for rupture of the vessels were 
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increased blood pressure, especially from arterio-sclerosis 
and nephritis, dilated heart, autoinfection, tuberculosis, 
syphilis, anemia, and menstrual disturbances. ALLING. 


XVII.—GLAUCOMA. 


151. HeeERFoRDT, C.F. Studies concerning the pathogenesis of glau- 
coma. Hospitalst., 1910, p. 705. 

152. Nuicati. Why iridectomy is indispensable in glaucoma. Annales 
d'oculistique, Feb., 1911. 

153- SAMEH Bey. Avulsion of the iris in absolute glaucoma. La 
clinique ophtalm., Dec., 1910. 

154. Ex.iot, R. H. The operation of simple trephining of the sclera 
for the relief of glaucoma. Ophthalmology, April, 1911. 

155. HerBerT, H. On the “small flap” sclerotomy. Ophthalmic 
Record, Nov., 1911. 

156. TSCHERNING, M. Ophthalmological notes. Hospitalst., 1910, p. 
818. 

157. Att, ADoLtF. The healing of iridectomy wounds and its influ- 
ence on glaucoma. Journ. Amer. Med. Assn., July 8, 1911. 


HEERFORDT (151, Pathogenesis of glaucoma) confirms 
Douver’s view that simple glaucoma is a preliminary stage 
of inflammatory glaucoma, that the non-inflammatory form 
depends on lymph stasis, the inflammatory on hemostasis in 
the tunica vasculosa, caused by the formation of folds in the 
sinus vorticosi, or compression of the vortex scleral canals. 
Heerfordt shows that the vessels which have hitherto been 
taken for anterior ciliary veins are in reality dilated anterior 
ciliary arteries. Meiotics inhibit the origin of attacks of 
glaucoma in that they increase the tone of the muscle of 
accommodation and in this way make tense the wall of the 
sinus vorticosus. Straining of the accommodation acts in a 
similar way. He suggests the following substitution of names: 
glaucoma lymphostatica for the non-inflammatory, and glau- 
coma hemostatica for the inflammatory variety. 

HELLGREN. 

According to the view of Nicati (152, Why iridectomy is 
indispensable in glaucoma) glaucoma is the expression of a 
pathological disturbance in the irido-chorioidal ganglia and 
ascribes the effect of iridectomy to a restoration of the dis- 
turbed equilibrium of the correlations between the iris and the 
chorioid. The consequence of these changes in the ganglia 
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may be in one case glaucoma, in another detachment of the 
retina. For this reason, as well as because the iris crowding in 
occludes the fistula in the angle of the’anterior chamber, 
Nicati thinks the punctate opening of the anterior chamber 
with the galvanic cautery alone to be insufficient and that an 
iridectomy is still necessary. In cases of secondary glaucoma 
due to incarceration of the iris in a scar the author makes an 
opening into the posterior chamber with the galvanic cautery. 
In detachment of the retina he recommends puncture at the 
equator to evacuate the subretinal exudate either directly or 
indirectly through the aqueous by making a puncture into 
the anterior chamber. The technic is very simple. 
Cause. 

SAMEH Bey (153, Avulsion of the iris in absolute glaucoma) 
has removed the iris in toto in very bad cases of glaucoma, 
following leucoma adherens, staphyloma, etc., and reports 
171 successful cases. 

ELLiot (154, The operation of simple trephining of the 
sclera for the relief of glaucoma) draws conclusions from an 
experience with 260 cases operated upon. A triangular flap 
of conjunctiva is dissected from above down to the edge of the 
cornea with its base at the limbus. The trephine opening is 
made as close to the limbus as possible, the size 1.5mm being 
considered the best. If the iris bulges it is snipped in a radial 
direction or a piece excised. The author gets good results in 
the permanent reduction of tension and retention of vision. 

ALLING. 

HERBERT (155, On the “small flap’’ sclerotomy) intro- 
duces a narrow keratome into the anterior chamber by enter- 
ing through the sclera 1.5mm from the corneal edge. At each 
end of this incision, which should be about 2mm long, he makes 
two other incisions up to the corneal edge, thus forming a 
rectangular flap under the conjunctiva. This operation with 
various modifications has been performed by him and his 
colleague over one hundred times. It would seem that 
delayed union and a filtration scar are brought about by the 
fact that the flap shrinks and is poorly nourished, being 
deprived of nourishment, except from the non-vascular cornea. 

ALLING. 

TSCHERNING (156, Ophthalmological notes) advocates recli- 
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nation of a cataract in cases in which one eye has been lost by 
expulsive hemorrhage. He thinks glaucoma to be due to a 
hypertrophy of the vitreous. The papilla is a sort of a safety 
valve; when its resistance is weak the vitreous grows into it 
and produces no increase of tension, but a deep excavation, 
glaucoma simplex; when the resistance of the papilla is greater 
chronic glaucoma is produced with both increase of tension 
and excavation, and when the papilla will not give way at all 
acute glaucoma with severe symptoms of tension and irritation 
is produced. HELLGREN. 
ALT (157, The healing of iridectomy wounds and its influ- 
ence on glaucoma) shows by a series of photo-micrographs 
that iridectomy wounds heal like other clean wounds, by 
sealing together of the edges. Therefore drainage is not 
secured by a permanent raw surface being made. He con- 
cludes that decrease in tension is due to the removal of iris 
tissue, acting in some measure not yet understood. 
ALLING. 


Sections XIX.-XXII. Reviewed by Dr. H. MEYER, 
Brandenburg. 


XIX.—SYMPATHETIC OPHTHALMIA. 


158. ELscHNnic and Satus. Studies of sympathetic ophthalmia. The 
antigen action of the pigment of the eye. Arch. f. Ophth., \xxix., 3, 428. 

159. DE RippER. The action of salvarsan in sympathetic ophthalmia. 
Société d’ophtalm., May 24, 1911. 

160. Dersy, G.S., and Pratt, H.N. The use of serum in sympa- 
thetic ophthalmia. Trans. Amer. Ophth. Soc., 1911. 


ELSCHNIG and SALus (158, The antigen action of the pig- 
ment of the eye) find that the pigment is a specifically active 
part of the uvea in immunization. The experiment related 
gave the following result: Chemically pure pigment of the eye 
has a marked antigen effect when introduced intravenously. 
The immune bodies formed have the same affinity for the 
uveas of horses, cattle, and swine and show no sort of species 
specificity in the fixation experiment with pure pigment of the 
eye. Therefore the pigment is markedly organ and not species 
specific. Yet the antigen action of the pigment of the eye of 
the same species is notably less than that of kinds of pigment 
of different species. 
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DE RIDDER (159, The action of salvarsan in sympathetic 
ophthalmia) reports a case in which he observed a favorable 
action of salvarsan upon sympathetic ophthalmia. One eye 
was injured by a splinter of wood and enucleated. Shortly after 
the enucleation sympathetic ophthalmia broke out in the other 
eye. The attack was fairly severe and the vision was reduced 
to ¢). The usual remedies were tried for some time without 
result, and then 60 centigrams of salvarsan were injected 
intramuscularly. Improvement proceeded steadily from that 
time and finally a vision of 44 was attained. He cannot 
explain the effect produced, as heretofore no good effects 
have been obtained from the use of salvarsan in sympathetic 
ophthalmia, with the exception of the case reported by Siegrist. 

The left eye of a man, 29 years old, was injured by a bursting 
bottle. Five weeks later symptoms of sympathetic trouble 
appeared in the other eye. Mercury, salicylates, and atropine 
were used without effect. DERBy and Pratt (160, The use of 
serum in sympathetic ophthalmia) drew blood from another 
patient who had recently had an eye removed because of 
sympathetic disease. They give the technique of preparing 
the serum. Great improvement was noticed in the eye within 
48 hours. Several relapses occurred but improvement was 
marked after each injection of serum. The final vision was 
$$. Three other cases were treated in the same way but 
without benefit. ALLING. 


XIX.—RETINA AND FUNCTIONAL DISTURBANCES. 


161. Brav, AARON. A case of spontaneous thrombosis of the central 
vein of the retina following parturition. Ophthalmology, Jan., 1911. 

162. SNELL, A. C. Two cases of embolism with retention of central 
vision. Ophthalmic Record, Oct., 1911. 

163. GRUENING, E. Embolism of the right central retinal artery in a 
boy aged eight years. Trans. Amer. Ophthalm. Soc., 1911. 

164. MotssonrerR. Two cases of recurrent intraocular hemorrhages in 
adolescents. Archives d'ophtalmologie, xxxi., p. 240. 

165. Rocers, F.T. The significance of retinal hemorrhages. Jour. 
American Medical Association, July 8, 1911. 

166. OaTMAN,E.L. Maculo-cerebral degeneration (familial). Amer. 
Jour. Medical Sciences, Aug., 1911. 

167. Pick. Fuchs’s disease of the macula in myopia. Zeitschrift f. 
Augenheilkunde, vol. xxv., p. 54. 

168. SHOEMAKER, J. F. Retinitis pigmentosa sine pigmento. Amer. 
Journal of Ophthalmology, Feb., 1912. 
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169. Dersy,G.S. Probable cyst of the retina with demonstration of 
thefpatient. Trans. Amer. Ophthalm. Soc., 1911. 

170. Parker, F. J. Bilateral papilledema with central scotoma from 
sinusitis. Ophthalmology, Jan., 1912. 


Brav (161, A cure of spontaneous thrombosis of the central 
vein of the retina following parturition) relates the case of a 
woman who ten days after delivery developed cedema of the 
extremities and sudden blindness in one eye. She suffered 
from a heart lesion of long standing. The fundus examination 
showed blurred disks, small arteries, and dilated and tortuous 
veins and numerous hemorrhages. The labor seemed to have 
been a contributing cause for the thrombosis. ALLING. 

SNELL’s (162, Two cases of embolism with retention of 
central vision) cases illustrate in a striking manner the fact 
that the macular region is sometimes supplied by vessels not 
of the retinal circulation, 1.e. cilio-retinal arteries which are 
found in a fair percentage of all eyes. ALLING. 

The youth of GRUENING’s (163, Embolism of the right cen- 
tral retinal artery in a boy aged eight years) patient as well 
as the character and persistence of the secondary changes 
make it of interest The retina showed the usual white 
appearance in the centre of which at the macula was a reddish- 
brown star-shaped figure. From the central spot white lines 
radiated toward the periphery. Similar radiations proceeded 
from the disk and accompanied some of the vessels. The optic 
nerve was white. There was no disease of the heart. After 
five months there was no change in the picture. ALLING. 

MOISSONIER (164, Two cases of recurrent intraocular hemor- 
rhages in adolescents) confirms Panas’s idea that the hemor- 
rhages in the young are of venous origin, in older persons of 
arterial. He reports two cases of recurrent hemorrhages in 
the eyes of two men, one 18, the other 28 years old. In the 
former case the hemorrhages were the consequence of a chronic 
affection of the mouth dependent on bad teeth, in the second 
they were the result of syphilis. A mercurial treatment was 
effective in the latter, while in the former improvement was 
obtained after a thorough overhauling of the teeth, by the use 
of chloride of iron, quinine, chloride of calcium, and injections 
of gelatine. In both cases the hemorrhages came from a 
retinal vein. They were not absolutely sudden in their onset, 
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but were preceded for a few days by prodromata. The vit- 
reous was very cloudy and in the second case there was also a 
slight papillo-retinitic oedema, showing the process to be endo- 
phlebitic. Retinitis proliferans developed in both cases with 
the preservation of fairly good vision. Causé. 

RoGers (165, The significance of retinal hemorrhages) 
divides his cases into (1) retinal apoplexy, (2) hemorrhagic 
retinitis, (3) albuminuric retinitis, (4) diabetic retinitis, and 
(5) chorio-retinitis. His statistics show that 60% of cases 
of non-syphilitic retinitis hemorrhagica die within a few years; 
55% of the hemorrhagic type are rapidly fatal; 46% of those 
living were in poor health, due to disease of the nervous or 
circulatory apparatus. The duration of life in albuminuric 
retinitis increases with the age of the patient, and the younger 
the patient the worse the prognosis. The writer cites two 
cases of reflex cause of the retinitis, due to the breaking of a 
dental drill in a tooth. ALLING. 

OATMAN [166, Maculo-cerebral degeneration (familial)] 
shows that in this disease the failure of the vision in both eyes 
and of the mind is simultaneous at the age of six or seven. The 
ophthalmoscope discloses atrophy and pigmentation in the 
macular region and narrowing of the vessels. There are eccen- 
tric fixation and nystagmus in the later stages and imbecility 
results. There is not complete loss of vision, and death does 
not result. A variety which affects only the eyes seems to 
exist. It develops later. Syphilis does not seem to play a 
part, nor racial predisposition. The cases were first distin- 
guished by Batten in 1903 and can be easily differentiated 
from amaurotic family idiocy, central chorioiditis, and other 
conditions. ALLING. 

It is known that in many cases of myopia a pigment spot 
develops which after a while clears up in its centre, so as to 
form a yellowish place surrounded by a broad margin of pig- 
ment. After some months this place becomes atrophic. 
Pick’s (167, Fuchs’s disease of the macula in myopia) five 
cases lead him to the following conclusions. The prognosis 
is good in the lower degrees of myopia, less good in the higher. 
The younger the individual the more favorable is the prognosis 
as regards the vision. Treatment consists of protection from 
light, rest, and inunctions. The cause is obscure. 
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SHOEMAKER’S (168, Retinitis pigmentosa sine pigmento) 
case was a man of 26 who showed night blindness, concentric 
contraction of the visual fields to a very small central area but 
with arcs of vision at the periphery on the temporal side, 
pointing toward an earlier ring scotoma. The optic nerve was 
slightly pale especially on the temporal side and the retinal 
vessels were markedly contracted. There were no pigment 
spots in the fundus and no evidence of chorioiditis. The pa- 
tient first noticed night blindness six years before. There was 
no history of luetic infection, but he had had gonorrhcea. 
There was no blood relationship between his parents and no 
ocular disease in the two immediate families. The case is 
interesting from its rapid progress and lack of hereditary 
influences. ALLING. 

Dersy (169, Probable cyst of the retina with demonstration 
of the patient) points out that cyst of the retina just back of 
the ora serrata is known to occur as the result of degeneration, 
especially in the old and in eyes with detachment of the retina. 
He describes four cases from literature in which the diagnosis 
was made with the ophthalmoscope. In his own case there 
was a transparent separation of the retina in the whole of the 
lower half of the eye, and a round pear-shaped prominence 
overhanging the disk, the inner and outer borders of which were 
sharply defined. In the outer part of the fundus there was also 
a translucent swelling which was likewise probably cystic. 

ALLING. 

PARKER (170, Bilateral papilledema with central scotoma 
from sinusitis) found a neuro-retinitis with contraction of the 
fields for white, red, and green and a large central scotoma. 
The history shows that following an attack of grippe the 
patient had a discharge from the antrum. Improvement fol- 
lowed drainage of the ethmoid cells, which were full of pus 
and granulations. ALLING. 


XX.—OPTIC NERVE. 


"171. Borpey, J. The early recognition of choked disk. Ophthalmo- 
scope, Jan., IQII. 

172. PARKER, W.R. The relation of choked disk to intraocular tension. 
A clinical study of six cases. Trans. Amer. Ophth. Soc., 1911. 

173. Att, A. A case of optic nerve atrophy after severe hemorrhage 
from the stomach. Amer. Jour. of Ophthalmology, March, 1912. 
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174. HiLiion. Large physiological excavation of the papilla. Arch. 
d’ ophtalmologte, xxxi., p. 247. 

175. Scauinci, Noe. Chronic retrobulbar neuritis and arterio-sclerosis. 
Archives d’ophtalmologie, xxxi., p. 225. 

176. DE WAELE. Medication of tobacco amblyopia with lecithin. 
Ibid., p. 308. 

177. ZIEGLER, S. L. Total blindness from the toxic action of wood 
alcohol, with recovery of vision under negative galvanism. Ophthalmology, 
July, 1911. 

178. Ketrer, G. F. A case of amblyopia due to the ingestion of 120 
grains of quinine sulphate. Ophthalmic Record, Oct., 1911. 

179. Wriams, C. A review of lead amblyopia and presentation of a 
case of left homonymous hemianopsia due to lead poisoning. Annals of 
Ophthalmology, Oct., 1911. 


179A. Griscom, J. M. Optic neuritis following measles. Annals of 
Ophth., Jan., 1912. 

180. Fucus, E. The field of vision in tabetic atrophy of the optic 
nerve. Trans. Amer. Ophthalm. Soc., 1911. 

181. Poszy,W.C. Report of a case of small round-cell sarcoma of the 
sheath of the optic nerve. Annals of Ophthalmology, July, 1911. 

182. Rusy,F.M. Anunusual factor inamblyopia. Ophthalmology, 
Jan., 1911. , 

183. Brav, A. Oxycephaly and optic atrophy. Annals of Ophthalmol., 
Jan., 1912. 

184. HENSCHEN, A. Circumscribed arterio-sclerotic necroses in the 
optic nerve, chiasm, and tract. Arch. f. Ophth., \xxviii., p. 212. 


BorDLEy (171, Early recognition of choked disk). Apart 
from headache choked disk is the commonest symptom of cere- 
bral tumor. Although in 70% of Bordley-Cushing’s cases the 
choked disk was most fully developed on the side homolateral 
to the tumor, yet the ophthalmoscopic findings may be very 
misleading. This view is supported by de Schweinitz and 
Paton. The early recognition of a choked disk may be very 
difficult. The presence of cedema is important, but is often 
very hard to detect with certainty. Next in importance is the 
elevation of the papilla. The normal disk is anterior to the 
retinal plane. Study of the physiological cup is invaluable. 
An elevated disk with a narrow cup is suspicious. One of the 
first signs of cedema is a rounding off of the nasal edge of the 
disk and the increase in height of the temporal margin. In 
incipient choked disk the arteries are usually of normal size, 
whereas the veins are large and show numerous abrupt curves. 
If the increase of intracranial tension is rapid, the arteries 
appear constricted, the veins dilated and very tortuous. If 
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the last stages of choked disk are slow in developing, the retinal 
vessels resume their normal appearance. The lid veins are 
often dilated, and if the circulation in the cavernous sinus be 
obstructed the conjunctival vessels may become engorged 
and there may be chemosis. The sudden appearance of an 
abnormal number of small veins is very suggestive of oedema. 
The study of pseudo-papillitis is very important. The disk 
is elevated 2 or more dioptres, and is hyperemic. It is non- 
progressive. In optic neuritis there is little if any elevation of 
the disk, its surface is blurred by exudates, and the clearness of 
the neurons and vascular elements so characteristic of choked 
disk is wanting. The retina is the seat of thin but densely 
clouded exudate when it is affected at all. There is an astonish- 
ingly rapid failure of vision, whereas choked disk caused by 
cerebral growths is perfectly compatible with good vision. 

In cerebral tumor dyschromatopsia is frequently present, as 
the author has pointed out in a paper which appeared in this 
Journal. T. HARRISON BUTLER. 

PARKER (172, The relation of choked disk to intraocular 
tension) attempts to establish a law regarding the relative 
intraocular tension of the two eyes in intracranial pressure. 
His contention is that the eye which has the lower pressure (for 
whatever reason) first shows cedema of the disk because pres- 
sure being exerted equally in all directions the softer eye will 
feel the effects the more. Although he acknowledges the 
lack of sufficient evidence his six cases seem to support his 
proposition. ALLING. 

ALT’s (173, A case of optic nerve atrophy after severe hemor- 
rhage from the stomach) patient became totally blind after 
hemorrhage from gastric ulcer, but vision partly returned with 
bettered general condition. There was atrophy of both nerves 
and contracted fields. It is possible that the primary cause 
may have been alcoholism. ALLING. 

Abnormally large physiological excavations of the papilla 
have been very rarely observed. HILLION (174, Large physio- 
logical excavation of the papilla) describes a case of this na- 
ture, which was mistaken for one of glaucoma simplex. The 
excavation involved more than three-fourths of the optic disk, 
the entrance of the vessels was wholly on the nasal side. The 
anomaly was bilateral and produced neither a defect of vision 
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when the myopic astigmatism was corrected, nor of the visual 
field. Coloboma of the optic nerve was excluded by the nor- 
mal diameter of the papilla, the regularity of its margin, and 
the division of the vessels. 

The connection between chronic retrobulbar neuritis and 
arterio-sclerosis is emphasized by ScALrINci (175, Chronic 
retrobulbar neuritis and arterio-sclerosis). He deals particu- 
larly with those cases in which abuse of alcohol and tobacco is 
out of proportion to the quantities used by many other persons 
without the slightest sign of disease, and finds in them very 
often relations of the neuritis to cardiac and vascular diseases. 
Many investigators have found important vascular diseases 
in the region of the inflammation of the optic nerve, such as 
thickenings of the vessel walls, proliferation of the intima, 
endophlebitis, and endarteritis obliterans. The subdivision 
of the capillary system of vessels in the trunk of the optic 
nerve forms a special predisposition to disease. The persons 
affected are almost always over 40, and perhaps an essential 
factor in the occurrence of a toxic action is to be found in the 
fact that alcohol and nicotine first have opportunity to dis- 
play their harmful influence in the tissue of the optic nerve 
that has been made predisposed by vascular disease. This 
idea is brought out in a number of clinical histories. The 
favorable action of strychnin is probably due to its effect 
upon the smooth muscle fibres of the walls of the vessels which 
causes a dilatation of the lumen of the vessels and consequently 
improved conditions of nutrition. In old cases energetic treat- 
ment with iodin is of effect. Scalinci’s view is supported by the 
fact that a greater degree of visual disturbance is more often 
present in one eye than in the other, although the poison must 
act equally upon both nerves; this fact may be naturally 
explained by a more advanced sclerotic process on the one side. 
Scalinci finally reports the clinical histories of four cases of 
retrobulbar neuritis caused by arterio-sclerosis alone. 

Cause. 

DE WAELE (176, Medication of tobacco amblyopia with 
lecithin) found by experiment that equal molecules of leci- 
thin added to the fatal dose of a poison weakens the effect of 
the latter materially and in some cases neutralizes it. This 
he explains by Overton’s theory of the réle of the lipoids in 
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the physico-chemical activity of the cells. The walls of the 
cells are permeable by alkaloids only by way of the lipoids, 
and alkaloids enter the nervous system particularly through 
the lipoid elements of the blood. There they find a particu- 
larly favorable field for their activity and gradually ac- 
cumulate until they give rise to symptoms of intoxication. 
This explains the long incubation period of alcohol and 
tobacco poisoning. Lecithin is able to increase the lipoid 
elements of the blood and so weaken or nullify a poison- 
ing of the organism. The writer injected subcutaneously 10 
centigrams of lecithin daily in four cases of alcohol-tobacco 
poisoning and obtained a more rapid improvement of vision 
and of color perception than by other methods of treat- 
ment. He also obtained good results in a case of atropin 
poisoning and in a case of toxic papillitis from infection. 
Causé. 

ZIEGLER’S (177, Total blindness from the toxic actionof wood 
alcohol, with recovery of vision under negative galvanism) 
patient was a woman who had been indulging in an alcoholic 
drink of unknown composition and became totally blind for 
two months. There was cedema of the disk which remained 
perfectly white during this period. The vision returned after 
stimulation with negative galvanism. From the continued 
improvement for eight months following, it seemed to the 
author that secondary shrinking was not likely to occur. The 
vision is now #$ and recovery is attributed to the increased 
hyperemia induced by the electricity. ALLING. 

A few hours after taking this dose, KEIFER’s (178, A case of 
amblyopia due to the ingestion of 120 grains of quinin sul- 
phate) patient, 75 years old, became totally blind. Elimina- 
tives and strychnin were given and eight days later the vision 
was #% in each eye. The pupils were moderately large 
and inactive. The fields, roughly taken, were contracted for 
form and colors but no scotomata were found. The fundi 
were normal except for pallor of the disks, contraction of the 
retinal vessels, and pale macule. Five months later the vision 
was Right #$, Left #$, with the same ophthalmoscopic ap- 
pearances. ALLING. 

WILLIAMs (179, A review of lead amblyopia and presentation 
of a case of left homonymous hemianopsia due to lead poi- 
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soning) points out the variety and diversity of ocular changes 
induced by lead poisoning and reports the following case: A 
male, 52, free from systemic disease, developed symptoms of 
lead poisoning with failing vision. There was slight blurring 
of the disks and temporal pallor. There was left homonymous 
hemianopsia, with the macula spared. Wernicke’s reaction 
was not present. ALLING. 
GrRIscom (179A, Optic neuritis following measles) has been 
able to find only 23 cases of blindness following measles, and 
all but three have been from optic neuritis. The cases may be 
divided into three groups: (1) those showing evidence of pri- 
mary cerebral involvement with secondary nerve changes; 
(2) those having meningitis with consequent nerve atrophy; 
and (3) those having optic neuritis without other local or 
general symptoms. His own cases fall under the third head. 
The result was complete recovery. ALLING. 
Fucus (189, The field of vision in tabetic atrophy of the optic 
nerve) believes that the cases of tabetic atrophy presenting 
a central scotoma are more common than estimated by 
Uhthoff, i.e., 2%, and does not regard the scotoma as due to a 
complicating syphilitic retrobulbar neuritis or tobacco-alcohol 
amblyopia but rather as a manifestation of the tabes itself. 
He distinguishes this form of central scotoma from toxic am- 
blyopia by the fact that in the latter case the periphery of the 
field of vision remains normal, and by the appearances of the 
disks, which in tabes are pale from the onset, while in the other 
case they are normal at first and later show temporal atrophy. 
He does not deny the possibility of specific retrobulbar neu- 
ritis but believes that the great majority of cases are due to 
tabes. He assumes that tabetic degeneration is, as a rule, 
seated in the optic nerve, and so explains the uncommon symp- 
tom of bilateral hemiopia (six examples of which he has seen) 
as being a genuine tabetic affection of the chiasm and not a 
syphilitic complication. ALLING. 
Posey (181, Report of a case of small round-cell sarcoma of 
the sheath of the optic nerve) saw the case of a woman, 53, 
who presented a marked exophthalmos after recent operation 
for ethmoiditis. The condition appeared to be a secondary 
orbital cellulitis. As the proptosis persisted after further op- 
erations on the ethmoid, sphenoid, and frontal cells the orbit 
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was opened by the Krénlein method. Finding a tumor sur- 
rounding the optic nerve backward from its entrance to the 
eyeball, enucleation was performed. The tumor was found 
to spring from the sheath, the nerve itself not being involved. 
A diagnosis of sarcoma was made but another pathologist 
regarded the tumor as a granuloma due to secondary infection 
which latter interpretation would seem to be borne out by the 
history. ALLING. 

Rusy (182, An unusual factor in amblyopia) saw a boy of 
seven whose vision could not be improved beyond 4%. 
There was passive congestion of the optic nerve and retinal 
vessels. The boy had a habit of standing on his head some- 
times for long periods. This was stopped and the vision was 
found to be $$ a few months later. ALLING. 

Brav (183, Oxycephaly and optic atrophy) relates two cases 
showing optic atrophy following optic neuritis associated with 
the dome or steeple skull. Eighty-five cases have been reported 
in literature. As arule both eyes show proptosis. There have 
been but three cases observed during the stage of neuritis but 
all agree that the atrophy is of the post-neuritic type. About 
one-third of the cases have bilateral blindness and most of 
them have come under observation when less than twenty 
years of age. As the skull deformity is attributed to early 
ossification of the coronal sutures the atrophy is thought to 
be due to intracranial pressure, hence if seen early the decom- 
pression operation would be indicated. Brav, however, is con- 
vinced that the deformity is brought about by meningitis 
following the exanthemata, syphilis, or rickets and that the 
eye symptoms are of similar origin. ALLING. 

HENSCHEN (184, Circumscribed arterio-sclerotic necroses in 
the optic nerve, chiasm, and tract) describes the following 
case: The patient was totally blind in his right eye, the papilla 
of which was atrophic and the pupillary reaction lost, and had 
temporal hemianopsia with a hemianopic pupillary immobility 
of the left. The condition was the consequence of an old 
luetic process. There were signs of an arterio-sclerotic soften- 
ing in the chiasm and in the right optic nerve. In the right 
optic tract, just in front of the corpus geniculatum externum, 
was a microscopic focus of malacia, an outgrowth of a larger 
malacia in the thalamus and internal capsule. 
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XXI.—INJURIES, FOREIGN BODIES, PARASITES. 


185. Petit. Subconjunctival filaria (filaria loa). Annales d’oculis- 
tique, cxlv., p. 331. 

186. RuBERT. Irido-chorioiditis serosa after a splinter of iron had 
remained for years in the eye, together with a contribution to the subject 
of siderosis bulbi. Arch. f. Ophthalmol., \xxviii, p. 268. 

187. HENDERSON, F.L. A case which demonstrates the hardihood of 
the human eye. Amer. Jour. of Ophthalmology, March, 1912. 

188. FRIEDENWALD, H. Two cases of double perforation of the eye- 
ball by foreign bodies with recovery of perfect sight. Oph. Rec., June, 1911. 

189. Dopp, O., and Lange, F. Tuberculous cyclitis following non- 
perforating injury to the eye. Jour. Amer. Med. Assoc., July 22, 1911. 

190. RANDOLPH, R.L. Two cases in which the X-ray failed to locate 
a foreign body which was afterward shown to be present in the eye. 
Ophthalmic Record, March, 1911. 

191. Att, A. Phantom foreign bodies within the eye. Amer. Jour. 
of Ophthalmology, Dec., 1911. 

192. Lams, R. S. An unusual case of foreign body in the upper lid. 
Ophthalmic Record, Feb., 1911. 


PETIT (185, Subconjunctival filaria) had the opportunity 
to observe a filaria loa beneath the conjunctiva of a patient 
who had returned from a prolonged sojourn in Africa. The 
patient had noticed in various parts of his body and at several 
different times in his eye worms that had a lively movement 
beneath the skin. He ascribed them to fly-bites. Petit saw 
beneath the conjunctiva of both eyes, which were other- 
wise intact, long worms which writhed about. They were 
easily removed under cocain. The larve enter man, as a 
rule, with his drink, but the idea that they are introduced by 
the bite of a fly is not contradicted. It is characteristic that 
a filaria infection causes an extraordinary increase of the 
eosinophile cells, and this eosinophilia may have a diagnostic 
importance in countries in which the occurrence of filaria is 
frequent. Causk. 

In RuBERT’s (186, Irido-chorioiditis serosa after a splinter 
of iron had remained for years in the eye) case the splinter of 
iron had perforated the lens and had remained sticking in the 
ciliary body. The microscopic examination showed that a 
proliferative inflammation of the membranes had taken place 
and the author draws the following conclusions from his find- 
ings. Chronic serous irido-chorioiditis may be excited by the 
penetration of an aseptic splinter of iron into the eye. This 
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irido-chorioiditis causes a characteristic clinical picture and 
consists pathologically of a chronic proliferating inflammation 
of the uvea. The deposits on the posterior surface of the 
cornea in serous uveitis may come altogether from the iris and 
should not be taken to be a symptom of a coincident cyclitis. 
In consequence of the action of the iron Descemet’s endothe- 
lium may proliferate and form connective-tissue deposits on 
the posterior surface of the cornea. The endothelium-like 
cells met with in rare cases on the inner surface of the retina 
can arise sometimes from the pigment epithelium. 

HENDERSON’S (187, A case which demonstrates the hardi- 
hood of the human eye) patient carried a piece of glass 
measuring 12 by 5.5mm in the vitreous for forty days and 
showed no signs of reaction although the posterior part of 
the ciliary body was injured. ALLING. 

FRIEDENWALD (188, Double perforation of the eyeball) 
relates two cases in both of which the foreign body entered 
the eye near the limbus, passed through the ciliary body and 
posterior chamber, and out through the sclera, being found 
under the conjunctiva. The first was a piece of copper from 
the explosion of a percussion cap, the other a shot. There was 
no lens dislocation nor any lenticular astigmatism produced 
by partial injury to the ciliary body. ALLING. 

A boy of ten years was brought to Dopp (189, Tuberculous 
cyclitis following non-perforating injury to the eye) with what 
appeared to be a beginning interstitial keratitis. Ten months 
before the eye had been struck with a baseball. Under 
atropin a white exudate was seen running from the meridian 
to the ciliary body. The conjunctival and skin tests for 
tuberculosis were negative and transillumination gave a clear 
reflex. Wassermann’s test was negative. The eye was removed 
for fear it contained a neoplasm. Microscopic examination 
by Lane showed a traumatic rupture of the retina and a 
chronic plastic irido-cyclitis containing giant cells and tubercle 
bacilli. ALLING. 

RANDOLPH (190, Two cases in which the X-ray failed to 
locate a foreign body which was afterwards shown to be pres- 
ent in the eye) relates two cases in which evidence pointed 
toward the presence of a foreign body, but the X-ray was nega- 
tive in each case. These failures must be attributed either 
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to faulty technic or to dense bone shadows in line with the 
foreign body. ALLING. 
ALT (191, Phantom foreign bodies within the eye) relates 
a case of irido-cyclitis following a perforating sclero-corneal 
wound in which the X-ray showed what appeared to be a 
number of small foreign bodies. It was decided that shadows 
were made by masses of xeroform powder which had been 
freely used in the conjunctival sac. ALLING. 
LAMB (192, An unusual case of foreign body in the upper lid) 
after treating a case of superficial keratitis with doses of mer- 
cury finally found a piece of wiry hair imbedded in granulation 
tissue at the upper border of the tarsal plate. ALLING. 


XXII.—OCULAR TROUBLES IN GENERAL DISEASE. 


193. Dewey, J.H. The ocular symptoms of infantile scurvy. Annals 
of Ophthalmology, April, 1911. 

194. CHENEY,F.E. Nine cases of ocular syphilis treated by salvarsan. 
Boston Medical and Surgical Journal, Dec., 1911. 

195. AUSTRIAN, C. R. Ophthalmo-reaction in typhoid. Bulletin of 
Johns Hopkins Hospital, Jan., 1912. 

196. SHuTE, D. K. Influence of pregnancy on diseases of the eye. 
N. Y. Medical Journal, June, 1911. 

197. PARKER, W.R., and SLocum,G. Report of two cases of chronic 
cyanosis with polycythemia including ophthalmoscopic examination. An- 
nals of Ophthalmology, Jan., 1911. 

198. HanseELL, H. F. A fatal case of streptococcic bacteriemia with 
panophthalmitis. Annals of Ophthalmology, Jan., 1912. 

199. ZENTMAYER, WM. Transitory decrease in the static refraction 
of the eye in diabetes. Annals of Ophthalmology, Jan., 1912. 

200. KENNEDY, F. Retrobulbar neuritis as an exact diagnostic sign 
of certain tumors and abscesses in the frontal lobes. Amer. Jour. of the 
Medical Sciences, Sept., 1911. 

201. DE SCHWEINITZ, G. E. The relation of cerebral decompression 
to the relief of the ocular manifestations of increased intracranial tension. 
Annals of Ophthalmology, April, 1911. 

202. FERNANDEZ, F. M. Ocular leprosy. Ophthalmology, Jan., 1912. 


After a general discussion of the subject DEWEY (193, The 
ocular symptoms of infantile scurvy) relates a case in which 
he observed ecchymosis of the conjunctiva, swelling of the 
lids, and marked exophthalmos in both eyes. It was com- 
pletely cured by an antiscorbutic diet. ALLING. 

CHENEY (194, Nine cases of ocular syphilis treated by sal- 
varsan) reports on four cases of uveal inflammation. In two 
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of acute iritis with condylomata there was subsidence of the 
disease much more rapid than would be expected from the 
old treatment. Ina chronic case of uveitis there was cessation 
of the inflammation in eleven days but no immediate results 
followed in another case of old uveitis. Five other cases 
were of interstitial keratitis in the adult. In one there was no 
apparent result, but in the others the rapid disappearance of the 
circumcorneal congestion seems to be more than a coincidence. 
’ ALLING. 
AUSTRIAN (195, Ophthalmo-reaction in typhoid) used the 
test in 75 typhoid cases and found it positive in 72. Of the 
19 seen during the first week all but one reacted. Of the 25 
tested in the second week of the disease every one was positive. 
In 15 in the third week two failed to react and one of these was 
negative to Widal. The cases tested in the later stages all 
reacted. The inflammation of the conjunctiva was noted 
as early as one hour after the application of the antigen, 
but the average time was two anda half hours. The average 
duration of the congestion was forty hours. The severity of 
the reaction showed no constant variation with the severity of 
the infection but seemed to be more active in the febrile and 
greatly intoxicated patients. The results of the tests show 
striking similarity to the blood-cultures, even in many cases 
being present before the bacilli were identified. The Widal 
test was positive as early as the ophthalmo test in only 23% 
of the cases. In the 56 control experiments in pathological 
conditions other than typhoid there was no characteristic 
reaction, although purulent secretion, lacrymation, and con- 
gestion of the ocular conjunctiva did appear. The test has 
evidently great specificity. The method of preparing the 
typho-proteid, of which 4 to $mg is used, is fully described. 
The reaction is limited to the conjunctiva of the lower lid and 
caruncle and has a deep purple tint. It was first described by 
Chantemisse in 1907. ALLING. 
SHUTE (196, Influence of pregnancy on diseases of the eye) 
emphasizes the fact that albuminuric retinitis may exist for a 
considerable period without the patient complaining of poor 
vision and also that retinal inflammation due to toxemia of 
pregnancy may exist without albuminuria. When urinanaly- 
ses are negative, arterial tension and leucocytosis are indi- 
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cative of toxemia. The eyes of pregnant women should be 
frequently examined as a precaution against these conditions. 
ALLING. 
PARKER and SLocum (197, Report of two cases of chronic 
cyanosis with polycythemia, including ophthalmoscopic ex- 
amination) found in these cases the typical symptoms of this 
rare condition—polycythemia, chronic cyanosis, and enlarged 
spleen, with dilated retinal veins, retinal cedema, and hemor- 
rhages. ALLING. 
In HANSELL’s (198, A fatal case of streptococcic bacteriemia 
with panophthalmitis) case cultures of streptococcus were 
taken from the blood and interior of the eye at autopsy. The 
patient had used alcohol to excess—had chronic nephritis, cir- 
rhotic liver, and vasculitis. Associated with the development 
of the panophthalmitis he had had inflammation of the knee 
and ankle joints. ALLING. 
ZENTMAYER’S (199, Transitory decrease in the static refrac- 
tion of the eye in diabetes) patient, a woman of 58, had noticed 
gradual failing vision for ten days. She was under treatment 
for diabetes. On Oct. 25th the refraction was R. and L. + 
2.5D. & near + 5D 0.33. 25cm. On Jan. 17th following, R. 
+ 0.5D. $; L. + 0.75 $ near +2.5 added. He attributes the 
change to disturbances in the lens. ALLING. 
KENNEDY (200, Retrobulbar neuritis as exact diagnostic 
sign of certain tumors and abscesses in the frontal lobes) 
brings out the point that if a patient has a tumor and develops 
unilateral retrobulbar neuritis it is a certain sign that the 
tumor is situated in the lower part of frontal lobe on the same 
side, and supports this statement by relating six cases. 
ALLING. 
DE SCHWEINITZ (201, The relation of cerebral decompression 
to the relief of the ocular manifestations of increased intra- 
cranial tension) points out the fact that the retinal veins show 
distention and tortuosity in cases of intracranial pressure 
before the appearance of choked disk. Also that there is 
sometimes found alterations in the color fields, enlargement of 
the blind spot, and temporary attacks of blindness. These 
symptoms, in connection with those developed by general and 
neurological examination, may well form indications for decom- 
pression in non-syphilitic patients without waiting for the 
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appearance of papilloedema. He also states that in a few 
advanced cases the operation has the apparent effect of hasten- 
ing the onset of blindness. He has seen cases in which an 
appearance somewhat resembling choked disk seemed to dis- 
appear as the result of the correction of an error of refraction. 
ALLING. 
According to FERNANDEZ (202, Ocular leprosy) leprosy is 
on the increase in Cuba. Eye complications are very fre- 
quent. The eyelashes and eyebrows are nearly always lost 
in advanced cases and often there is necrosis of the palpebral 
and orbital tissues. Conjunctivitis is common and some have 
tubercular leprome. Keratitis is frequent, usually as an 
extension from the sclero-corneal junction and later leading 
to perforation. Primary iritis has occurred but is generally 
secondary. Deeper parts of the eye are not usually involved. 
Fifteen illustrative cases are given. ALLING. 





BOOK REVIEW. 


XII.—The Pituitary Body andits Disorders. Clinical States 
Produced by Disorders of the Hypophysis Cerebri. By 
Harvey CusHInG, M.D., Associate Professor of Surgery, the 
Johns Hopkins University; Professor of Surgery (elect), 
Harvard University. Pp. 341, with 319 illustrations. Price, 
$4.00. Philadelphia and London, J. B. Lippincott Company, 
1912. 


Not many years ago enlargement of the hypophysis cerebri, 
leading to anomalies of body growth, was regarded rather as a 
medical curiosity. The ophthalmologist was interested in it 
since compression of the optic chiasm by the enlarged hypo- 
physis explained the bitemporal hemianopsia that he found 
in some cases of atrophy of the optic nerves, and furthermore 
he was interested since the optic-nerve symptoms, properly in- 
terpreted, enabled him in some cases to make the diagnosis of 
acromegaly before others could make it. 

A decade ago the writer of these lines described the sequence 
of the changes in the optic chiasm in acromegaly as observed 
in three cases which came to autopsy, and that seemed to him 
the end of the story. It did not seem possible that medication 
or operation could ever prevent the blindness that seemed 
inevitable. A perusal of Cushing’s book will show that the 
disorders of the pituitary body, their results and treatment, 
are to-day almost as well understood as those of any organ in 
the body. And in very considerable measure the present 
knowledge of these disorders and of their treatment was 
acquired through the tireless labors of the author and his 
associates at Johns Hopkins. Hence, this book will give many 
a reader a thrill—a thrill of admiration for a splendid achieve- 
ment—that probably few medical works have given him. 
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In Part I, the anatomy, physiology, pathology, and chemistry 
of the pituitary body are compressed into twenty-two read- 
able pages. Part II, consisting of 200 pages, is devoted to 
“clinical manifestations of disordered pituitary function.” 
Herein the author relates 47 case histories of patients examined 
by him, all most carefully studied and elaborately reported, 
with 300 photographs, radiographs, photomicrographs, and 
charts of the visual field as illustrations. The case histories 
have been made particularly instructive by being classified in 
six groups according to the predominance of certain symptoms. 
Part III treats of the incidence, symptomatology, and treat- 
ment of pituitary disorders. It contains a tabulation of 43 
cases that came to operation. The trans-sphenoidal sellar 
decompression which has been so efficacious in preventing 
impending blindness, and is now the operation of choice, is 
described in detail; and several pages are devoted to the 
treatment by glandular administration, which now seems 
promising. 

There is much in this book that the ophthalmologist should 
know. Since confirmatory radiographs of the sella turcica 
have been possible there has been no excuse for the ophthal- 
mologist who failed to diagnose cases of compression of the 
optic chiasm by an enlarged pituitary body. And now there 
is no excuse for the ophthalmologist who, after diagnosing this 
condition, complacently permits his patient to become blind 
without holding out to him the measures of relief that have in 
so many cases been successful. 


W. A. H. 





